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1 Abstract 
I februar 2010 udtalte den amerikanske præsident, Barack Obama, at bag debatten om en 
sundhedsreform lå en filosofisk uenighed, som stod i vejen for vedtagelsen af en ny reform. 
Projektet undersøger den filosofiske uenighed mellem Republikanernes og Demokraternes 
reformforslag samt en republikansk produceret gengivelse af det demokratiske forslag til en 
sundhedsreform. Disse analyseres ud fra teorier af Edmund Burke, John Stuart Mill, John Rawls og 
Robert Nozick. Endvidere diskuteres reformforslagene ud fra deres syn på sundhedsdækning som en 
ret, et privilegium eller et ønskværdigt privilegium, hvorefter svaghederne i Mills socialliberalisme 
og Burkes konservatisme diskuteres. Det konkluderes, at det republikanske reformforslag ikke ligger 
så langt fra Demokraternes eget forslag, hvorfor vi vurderer, at det ikke alene er en filosofisk 
uenighed, der ligger til grund for de to partiers uenighed om struktureringen af sundhedssystemet. 
 
2 Resume 
In February 2010, the President of The United States of America, Barack Obama, said that the 
debate about a health care reform was based upon a philosophical disagreement. This project 
examines the philosophical disagreement between the Republicans’ and the Democrats’ bills and a 
Republican representation of the Democratic bill. These bills are analyzed by the theories of 
Edmund Burke, John Stuart Mill, John Rawls and Robert Nozick. Furthermore, the content of the 
bills is discussed from its view on health care as a right, a privilege or a desirable privilege, after 
which the weaknesses of Edmund Burke’s conservatism and John Stuart Mill’s social liberalism are 
discussed. It is concluded that the Republican and the Democratic health care bills do not differ 
remarkably from each other. We estimate that it is not only a philosophical disagreement which 
causes the two parties’ disagreement about the structure of the American health care system. 
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3 Indledning 
Forsidebilledet viser en gammel analogi, hvor Republikanerne, ”The Grand Old Party” (GOP), 
fremstilles som en elefant med egenskaber såsom tykhudede og velovervejede. Demokraterne har 
fået tilnavnet æslet, fordi de anses som stædige. Disse to dyr er vidt forskellige. Alligevel viser 
denne undersøgelse, at der i debatten om sundhedsreformen ikke er så stor forskel i de to partiers 
filosofiske grundholdning, som man skulle tro (Fuglede 2008, 49).  
 
3.1 Motivation  
”Change” – var et slogan, som blev brugt flere gange under den amerikanske valgkamp i 2008, vel at 
mærke både af den republikanske og demokratiske præsidentkandidat. Især én ændring lovede den 
demokratiske præsidentkandidat, Barack Obama, at gennemføre, hvis han kom til magten, nemlig en 
reformering af det amerikanske sundhedssystem. Dette valgløfte ville indebære en grundlæggende, 
strukturel ændring af det amerikanske sundhedsvæsen, som er bygget op på et forsikringsmarked, 
der er styret af de frie markedskræfter. Der har aldrig været tradition for et offentligt sundhedsvæsen. 
Ved en tale til Kongressen i september 2009 kunne Præsident Obama redegøre for, at der inden 
vedtagelsen af en sundhedsreform hver uge døde op mod tusinde mennesker i USA, fordi de stod 
uden sundhedsforsikring (White House 2009, 04:13). En stor årsagsfaktor skulle angiveligt være 
konstante prisstigninger og usikkerhed på markedet (ibid.). 
Det undrede os, at der var så meget debat om en reformering af det amerikanske sundhedssystem, 
der i forvejen lå langt fra det universelle sundhedssystem, som vi kender fra de skandinaviske lande. 
På denne baggrund ønskede vi at undersøge, hvad der kunne ligge til grund for denne uenighed. Ved 
projektarbejdets begyndelse i februar 2010 havde reformen af en sundhedsreform trukket i langdrag, 
og græsrodsbevægelser for og imod vedtagelsen blomstrede stadig op. Mange troede ikke længere 
på en reformering af sundhedssystemet (Nielsen 2010). Demokraterne havde mistet deres 
kvalificerede flertal i Senatet, hvorfor processen for vedtagelsen var yderligere besværliggjort.  
 
3.2 Problemfelt 
Alligevel lykkedes det. Søndag d. 21. marts 2010 vedtog et snævert demokratisk flertal i 
Kongressens ene lovgivende kammer, Repræsentanternes Hus, en lov om en sundhedsreform, som 
tidligere var blevet vedtaget i Senatet (Willis et al. 2010). Denne lov er dog ikke blevet udviklet ved, 
at Obama tog hætten af kuglepennen og begyndte at skrive på første side og sluttede på sidste side. 
Undervejs har flere lovforslag set dagens lys og er blevet diskuteret i demokratisk- og 
republikansksindede medier samt i Kongressen.  
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Allerede i juli 2009 spillede Demokraterne deres første forslag til en sundhedsreform ud. Dette blev 
dog hurtigt forkastet igen (Pelosi u.å.), men idéen levede videre og blev udviklet til et endeligt 
lovforslag, der blev fremsat d. 29. oktober 2009. Dette lovforslag er i medierne blevet kaldt ”Pelosi 
Bill” – navngivet efter den demokratiske formand for Repræsentanternes Hus, Nancy Pelosi. D. 7. 
november 2009 blev denne vedtaget i Repræsentanternes Hus. Tre dage forinden kom Det 
Republikanske Parti med en større kritik af Pelosi Bill, som de bl.a. kaldte for en ”government 
takeover reform”. Samtidig med deres kritik fremlagde Republikanerne en alternativ reform d. 5. 
november 2009. Denne alternative reform kunne dog ikke hindre Kongressens andet lovgivende 
kammer, Senatet, i at vedtage en tredje udgave af en sundhedsreform juleaftensdag. Selvom der 
senere er blevet udfærdiget flere forslag til sundhedsreformer, er det Senatets udgave, der via en 
særlig lovgivningsmanøvre blev endeligt vedtaget i Repræsentanternes Hus og underskrevet som lov 
d. 23. marts 2010. 
Da de to reformforslag fra Repræsentanternes Hus og Senatet lå vedtaget juleaftensdag, lignede det 
den bedst tænkelige julegave for den demokratiske præsident. For at ride sejren i hus skulle Obama 
nu blot sammenskrive de to vedtagne reformer og få dem vedtaget i begge lovgivende kamre. Men 
som tidligere nævnt mistede Demokraterne deres kvalificerede flertal i Senatet, efter at Obamas 
trofaste støtte og forkæmper for en sundhedsreform, Edward Kennedy, afgik ved døden, og den 
republikanske Scott Brown blev valgt som senator i hans sted. Obama kæmpede dog videre for 
sammenskrivningen af sin sundhedsreform, mens mediedækningen – og dertilhørende kritik – tog 
til. Den 22. februar 2010 kunne Obama præsentere sit nye udkast til en sundhedsreform, og han 
indkaldte derfor til ”The Bipartisan Meeting”, hvor ledende repræsentanter fra begge partier var til 
stede. I sin åbningstale sagde Obama, at 2009 havde været et år med hårde udfordringer for at 
genoprette den amerikanske økonomi og råde bod på arbejdsløsheden. For at fuldende dette arbejde 
var det nødvendigt at reformere det system, der var umådeligt dyrt for familier, enkeltpersoner og 
virksomheder: sundhedssektoren (White House 2010b, 0:22). 
Under en pause ved The Bipartisan Meeting udtalte Obama følgende til en journalist, der spurgte, 
om der var sket fremskridt under forhandlingerne: 
”I think we're establishing that there are actually some areas of real agreement and 
we're starting to focus on what the real disagreements are.  If you look at the issue of 
how much government should be involved -- the argument that Republicans are 
making really isn’t that this is a government takeover of health care, but rather that 
we’re insuring the -- or we're regulating the insurance market too much.  And that's a 
legitimate philosophical disagreement.  We'll hopefully be able to explore it a little 
more in the afternoon.” (Phillips 2010) 
Obama sagde hermed, at uenighederne under forhandlingerne byggede på en grundlæggende 
filosofisk uenighed. Denne gjorde, at Demokraterne og Republikanerne ikke kunne nå til enighed 
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om en sundhedsreform, selvom begge partier kunne se, at befolkningen, virksomhederne og 
økonomien havde behov for en reformering af systemet. Når Obama talte om ”en filosofisk 
uenighed”, mener vi, at der er tale om en grundlæggende opfattelse af mennesket, verden og 
relationen herimellem. Ifølge Obama kommer ideologier til at spille en stor rolle i de politiske 
uenigheder om sundhedssystemet. Disse ideologier definerer vi som et system af idéer og 
holdninger, der ligger til grund for en samfundsgruppes overbevisning. Det er med denne baggrund 
in mente, at vi spørger ind til den filosofiske uenighed. 
 
3.3 Problemformulering 
 
Hvilken sammenhæng er der mellem Republikanernes og Demokraternes filosofiske 
grundholdninger udtrykt i partiernes reformforslag og deres uenighed vedrørende 
omstruktureringen af det amerikanske sundhedssystem? 
 
Forud for problemformuleringen er vores overbevisning, at politik handler om fordelingen af knappe 
goder. Når vi spørger ind til partiernes ”filosofiske grundholdninger”, spørger vi samtidig ind til, 
hvordan og på hvilket grundlag partierne mener, at deres bud på omfordeling eller ingen 
omfordeling skal tilgodeses.  
 
3.4 Metode 
3.4.1 Rapportens struktur 
Som middel til at kunne redegøre for den filosofiske hos partierne har vi valgt at udføre en 
komparativ analyse mellem Demokraternes og Republikanernes reformforslag. I denne analyse 
benytter vi fire teoretikere til at vægte, hvorvidt reformforslagene lever op til teoretikernes idealer 
for fordelingen af de knappe goder, og hvorvidt de skal fordeles eller ej. På baggrund af Mads 
Fugledes udtalelse om, at der ikke findes ”andre politiske ideologier i USA end klassisk liberalisme” 
(2008, 60), forklarer vi denne vægtning ved, at den ikke skal forstås som et forsøg på at identificere 
partiernes ideologiske ståsted, men snarere som en afklaringsproces, der har til formål at identificere 
filosofiske uenigheder, som Obama talte om. Dette gør vi for at komme til bunds i den filosofiske 
uenighed. En kvalitetsvurderingskritik vil her gå på, at vi kun finder det, vi leder efter. Vi vil med 
andre ord være i stand til at sige hvilke faktorer, der kan ligge til grund for uenigheden, og ikke hvad 
den med sikkerhed skyldes.  
Vi starter med at redegøre kort for det amerikanske, politiske system. Herefter redegøres for vores 
teoretiske grundlag. Efter en kort redegørelse for Demokraternes reformforslag analyseres dette. 
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Tilsvarende gør sig gældende for det republikanske reformforslag. Dernæst analyseres en 
republikansk fremstillet udgave af Demokraternes reform. Herefter diskuteres svaghederne i vores 
teoretiske grundlag. I vores empiriske materiale mener vi endvidere, at der fremkommer tre måder at 
anskue sundhedsdækning på, som diskuteres til slut i projektet. Den første måde er 
sundhedsdækning som en ret. Vi definerer ”en ret” som værende et krav på sundhedsdækning, som 
borgeren har i kraft af at være borger i det amerikanske samfund. Den anden måde er 
sundhedsdækning som et privilegium. Vi definerer ”et privilegium” som en fordel, der er forbeholdt 
en del af befolkningen. Den tredje måde at anskue sundhedsdækning er som et ønskværdigt 
privilegium. Vi definerer ”et ønskværdigt privilegium” som værende en fordel, der er forbeholdt en 
del af befolkningen, men som vil favorabel at udbrede til flere dele af befolkningen. 
 
3.4.2 Valg af empiri 
Vores valg af empiri bunder i flere forhold. Der har været en meget politisk farvet og retorisk debat 
om, hvad Demokraternes reformforslag egentlig indebar. Vi ønskede derfor at tage udgangspunkt i 
Demokraternes og Republikanernes egne reformforslag. Fra demokratisk side har vi valgt at tage 
udgangspunkt i Affordable Health Care for America Act, som i offentligheden er kendt som Pelosi 
Bill (resumé vedlagt som bilag 1). Det er denne reform, der refereres til med navnene Pelosi Bill og 
Demokraternes reform. Reformen blev vedtaget i Repræsentanternes Hus d. 7. november 2009. Vi 
har valgt denne reform, fordi det er den reform, som Republikanerne kritiserer i fremstillingen af 
deres reform. Der vil altså kunne ses referencer i vores valgte republikanske forslag, The Common 
Sense Healthcare Reform and Affordability Act (resuméer vedlagt som bilag 2, 3 og 4), til det 
demokratiske reformforslag. Det er denne reform, der refereres til med navnene Common Sense 
reform og Republikanernes reform. Republikanerne har også valgt at lave deres egen gengivelse af 
Pelosi Bill; A Government Takeover of Health Care (vedlagt som bilag 5) hvormed den komparative 
analyse kan fuldendes ved at sammenligne Demokraternes eget resumé i forhold til Republikanernes 
bearbejdning. Desuden skal det påpeges, at vores empiri af reformforslag udelukkende består af 
resuméer. Dette skyldes især to faktorer. Den første er givet i reformforslagenes længde. Den 
demokratiske reform er alene på over 2.000 sider, mens den republikanske reform er på ca. 300 
sider. Dette ville gøre sammenligningen uoverskuelig. Vi mener, at brugen af resuméerne 
legitimeres ved kendskabet til deres ophav, så vi på denne måde har mulighed for at gå kildekritisk 
til værks, samtidig med at partiet får lov til at fremhæve de vigtigste punkter ved deres egen eller 
modstanderens reformforslag – hermed kan det ikke udelades, at der har fundet en vis tolkning sted 
fra afsenderens side.  
En kendt devise inden for politik er, at man har ét standpunkt, til man tager et nyt. I praktisk politik 
er det ikke ualmindeligt, at politikere har ambivalente holdninger, bl.a. som et middel til at favne en 
bredere vælgerskare (Sunesen 2007, 29-30). Både Demokraterne og Republikanerne er pga. to-
partisystemet to meget brede partier, der forenklet sagt hver især skal favne halvdelen af USA's 
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befolkning. Dette bevirker, at der inden for partierne kan opstå ideologiske afstande. Fuglede 
påpeger, at der er tale om, at partierne skal ”holde sammen på et kludetæppe af vælgere” (2008, 49). 
Vi er altså klar over, at der inden for partierne kan forekomme en stor spredning af de filosofiske 
tilgange til verden, som politikerne baserer deres udtalelser på. Vi har på den baggrund ønsket at 
tage udgangspunkt i reformforslagene for at arbejde med nogle mere ”rene” republikanske og 
demokratiske udsagn. Det skal i den forbindelse nævnes, at selvom partierne har vedtaget et forslag, 
vil det stadig kunne indeholde værdier, som ikke lægger sig op ad partiets officielle politik. Dette 
skyldes, at et reformforslag er et resultat af en forhandling mellem partimedlemmer og derfor en 
forhandling mellem forskellige politiske og filosofiske grundholdninger. For at tage udgangspunkt i 
en konkret uenighed frem for den retoriske debat har vi valgt at analysere det demokratiske og det 
republikanske reformforslag ved hjælp af fire teoretikere, som hver især præsenterer forskellige 
filosofiske grundholdninger. Vi antager, at et reformforslag, som er fremstillet i partiets navn, 
repræsenterer partiets værdier. I den forbindelse vil vi også nævne, at vi i opgaven skelner mellem 
partierne, Demokraterne og Republikanerne, og deres tilhængere, demokrater og republikanere, ved 
at skrive med henholdsvis stort eller lille begyndelsesbogstav. 
 
3.4.3 Valg af teori   
Som tidligere nævnt har vi defineret politik som fordeling af knappe goder. Der findes imidlertid 
flere tilgange til, hvordan disse skal fordeles. Derfor har vi valgt at tage udgangspunkt i fire 
teoretikere, som opstiller nogle kriterier for, hvordan denne omfordelingsproces skal foregå. Disse 
teoretikere er Edmund Burke (1729-1797), John Stuart Mill (1806-1873), John Rawls (1921-2002) 
og Robert Nozick (1938-2002). En afgrænsning i denne forbindelse er, at vi ønsker at tage 
udgangspunkt i holdninger, der placerer sig inden for Sunesens spektrum (model 1). I denne model 
sammenligner han de amerikanske partiers værdier med de danske partiers værdier og placerer dem i 
forhold til hinanden.  
 
 
Sunesen (2007, 30) 
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Ifølge denne model vil vi ikke finde værdier, som er yderligtgående venstreorienterede. Vi har valgt 
de fire teoretikere, fordi vi gerne vil have nogle ideologiske milepæle at holde de forskellige 
reformforslag op imod. Vi har taget udgangspunkt i, at disse teoretikere lægger sig inden for 
Sunesens værdispektrum, som forklaret i ovenstående. Det er i vores analyse forventeligt at finde 
overlap mellem teoretikerne, men vi er særligt interesserede i punkter, som afviger, da disse kan 
ligge til grund for den politiske uenighed. 
Vi har valgt Edmund Burke, fordi han af mange beskrives som faderen til konservatismen, og 
Republikanerne anser også dem selv for konservative: ”For me the Republican Party owes its 
moorings to Edmund Burke, William F. Buckley and Ronald Reagan,” (Milbank 2009). På samme 
måde er John Stuart Mill valgt, fordi han er forfader til socialliberalismen (Kaspersen 2009, 443). 
Demokraterne anses som socialliberale, idet de går ind for et frit marked og individets frie ret, men 
samtidig har staten også visse opgaver, den skal varetage. En videreudvikling af den socialliberale 
teori ses hos John Rawls. Han deler flere af sine tanker og holdninger med Mill, men ud fra et andet 
tankeeksperiment, hvorfor han når frem til et andet resultat. Rawls’ største kritiker, Robert Nozick, 
er valgt, fordi han underkender John Rawls’ retfærdighedsteori. Nozick opstiller sin egen 
liberalistiske teori, der sætter de tre andre teorier i perspektiv. Tilsammen skaber de fire teoretikere 
en helhed i vores ideologisk og filosofiske referenceramme. 
Vi har vægtet Mill og Burke højere end Rawls og Nozick, eftersom førstnævnte er forfædre til 
filosofiske nybrud på hver deres tid. Samtidig mener vi at kunne se i forhold til Sunesen model, at 
Mills og Burkes tanker stadig er at finde i amerikansk politik i dag. Vægtning kommer til udtryk ved 
en længere redegørelse for disse to teoretikere og en længere diskussion af deres teorier. 
Som baggrundslitteratur om det amerikanske, politiske system og det amerikanske samfund har vi 
valgt at tage udgangspunkt i Mads Fugledes USA – Den Universelle Nation (2008) og Sune F. 
Sunesens USA efter 9/11 – Hvordan vælger amerikanerne? (2007). Disse er valgt, fordi de giver en 
god indsigt i det amerikanske, politiske liv, og flere af deres vurderinger, observationer og 
sammenligninger er interessante i forhold til Obamas citat og vores undersøgelse af den filosofiske 
uenighed.  
 
3.4.4 Arbejdsteknik  
Til vores analyse benytter vi os af en funktionel kildeopfattelse, som Helge Paludan skitserer den i 
Cairos røde rose (1990). For denne tilgang gælder det, at alt kan være en kilde, så længe det står i 
det rigtige forhold til problemformuleringen (Paludan 1990, 32). Vores projekt bygger på en 
kvalitativ analysestrategi, hvor vi søger at redegøre for relationen mellem de filosofiske 
grundholdninger og uenigheden partierne imellem med henblik på at konstruere en figur. Figuren 
har to formål. For det første skal den kaste lys over situationen, og for det andet skal den fungere 
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som et erkendelsesværktøj, som vi kan bruge til at se problemstillingen fra nye vinkler. På denne 
måde vil vi kunne sige noget om, hvori uenigheden i debatten om reformeringen af det amerikanske 
sundhedssystem består.  
 
3.4.5 Præsentation af projektets grafiske fremstilling  
Som nævnt er projektets overordnede teoretiske referenceramme ideologisk baseret, som leder over i 
en diskussion af den filosofiske grundholdning. Analysen af reformforslagene opstilles primært i to 
brede kategorier: ”udbud af forsikringer” og ”rettigheder”. Disse kategorier er at finde i alle 
reformforslagene, hvorfor det på denne måde er oplagt at sammenligne et republikansk udsagn med 
et demokratisk udsagn inden for de to kategorier. Sammenlignet med den ideologisk-filosofiske 
referenceramme fremkommer to analyserammer. Den første analyseramme viser, i hvor høj grad 
rettigheder er defineret ud fra et standpunkt med individ eller solidaritet som fokuspunkt. Den anden 
analyseramme viser graden af statslig regulering inden for de frie markedskræfter. Dette udmønter 
sig i en figur, hvis formål er at konkretisere og fastlægge reformforslagenes samlede indhold i 
forhold til hinanden inden for de to analyserammer. Med andre ord er de fire teoretikere projektets 
referenceramme, mens figurens akser er projektets analyseramme. Figuren udvikles gennem 
projektet, men ser i sin simpleste form således ud (figur 1):  
 
 
 
  
 
 
 
 
Den horisontale x-akse indebærer den første analyseramme om rettigheder defineret ud fra et 
individuelt eller solidarisk standpunkt. Vi har navngivet x-aksen Individ – Solidaritet. Denne 
definition er forholdsvis vag, og derfor finder vi det nødvendigt at uddybe betydningen af aksernes 
to ender. Aksens venstreside, Individ, indeholder en tankegang om, at det selvstændige individ 
tillægges nogle rettigheder uden hensynstagen til andre individer eller konstruktioner. Den eneste 
restriktion på individets rettigheder er, at det ikke må krænke andres tilsvarende rettigheder. Den 
modsatte side af aksen Solidaritet indebærer derimod en tankegang om, at rettigheder defineres ud 
fra et samlet hele af individer, der indgår en form for kontrakt. Nogle af teoretikere bruger et 
 
Figur 1. Præsentation af figuren og dens akser. 
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”kontrakt-begreb” i en indirekte, raffineret form, hvis formål er at forklare, at over det enkelte 
individ står et ”fællesskab” eller et ”kollektiv”, der er mere essentielt end det enkelte individs 
rettigheder. Dermed kommer fællesskabet til at gå forud for det enkelte individ. Begrebet solidaritet 
er valgt, fordi vi mener, at dette er bedst til at beskrive argumentationen om et primært socialt ansvar 
frem for, at individet udelukkende har et ansvar over for sig selv. Vi har placeret de fire teoretikere 
på akserne ud fra deres teoretiske konstruktioner og tankeeksperimenter. Vi vurderer, at teoretikerne 
indirekte tager udgangspunkt i et individuelt eller solidarisk standpunkt. 
Den anden analyseramme er placeret som figurens y-akse. Vores fire teoretikere har alle en idé om, 
hvorvidt staten legitimt må regulere i menneskets frie valg og i markedskræfternes frie spil eller ej. 
På samme måde indeholder begge reformforslag en forestilling om statens rolle i et nyt 
sundhedssystem. Vi har valgt at kalde aksen Stat – Ikke stat, fordi statslig regulering er et stort 
debatemne ved sundhedsreformen. Det bør pointeres, at figuren er defineret ud fra de ideologier og 
holdninger, der er at finde i det amerikanske, politiske liv. Med begrebet Stat mener vi derfor ikke en 
form for total statslig regulering af sundhedsydelser, men derimod den rolle, som staten tillægges i et 
sundhedssystem, der er baseret på forsikringsmarkedet.  
Som tidligere nævnt vil denne figur blive udviklet undervejs, idet vi fastfryser vores teoretikere og 
reformforslag i et konkret punkt i modellen. En sådan konkretisering af forholdsvis abstrakte teorier 
kan anskues som at gøre vold på pragmatiske ideologier, hvor der lægges vægt på den praktiske 
udførsel, og hvor en vurdering ud fra teoriernes filosofiske grundprincipper bør foretages i hver 
enkelt sag. Figuren er praktisk, hvis man ønsker at få et overblik over, hvor partierne står i forhold til 
statslig regulering og individ versus solidaritet. Figuren kan også bruges til at vise, om partierne er 
uenige med hinanden på lige præcis disse punkter, således vi kan svare på vores 
problemformulering.  
 
3.5 Dimensionsforankring 
Vi vil forankre projektet i ”Historie og kultur”, da hele diskussionen om og tilblivelsen af den 
amerikanske sundhedsreform er et interessant stykke samtidshistorie. Vi vil i projektet også se på 
den idehistoriske baggrund for diskussionen om en sundhedsreform samt ophøje dette til en mere 
filosofisk diskussion om, hvorvidt sundhed er en ret, et privilegium eller et ønskværdigt privilegium, 
og derved forankrer vi også projektet i ”Videnskab og filosofi”. Med andre ord spørger vi ind til den 
filosofiske grundholdning bag sundhedsreformen som værende et stykke samtidshistorie. 
Vi vil samtidig dække dimensionerne vedrørende en problemstilling i et ikke-nordisk kulturområde 
og anvende overvejende fremmedsprogligt materiale. Den amerikanske sundhedsreform er en 
samfundsmæssig problemstilling, som selvsagt ikke foregår i et nordisk kulturområde. Ligeledes er 
vores lovforslags resuméer som primære kilder på engelsk, ligesom flere af de teoretiske værker er 
læst på engelsk.  
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4 Det amerikanske, politiske system  
I denne redegørelse har vi valgt at tage udgangspunkt i magtens tredeling på det føderale plan, 
hvorefter fokus lægges på den lovgivende forsamling og proces. Dette kapitel har til formål at give 
et indblik i, hvilke instanser et lovforslag som f.eks. sundhedsreformen skal igennem, inden det reelt 
er vedtaget som lov og kan implementeres i samfundet.  
 
4.1 ”Checks and Balances” 
Det politiske system i USA tager sin begyndelse med Forfatningen fra 1787. Denne har stadig en 
central placering i det amerikanske politiske og samfundsmæssige liv, hvorfor et kritisk syn på 
Forfatningen opfattes som værende ”uamerikansk” (Fuglede 2008, 19). Indskrevet i Forfatningen er 
Checks and Balances. Dette system er en videreudvikling af Montesquieus forestilling om magtens 
tredeling, hvor den udøvende, lovgivende og dømmende magt ikke blot er adskilte, men samtidig 
kontrollerer hinanden (Sunesen 2007, 107).  
Præsidenten og hans regering er den udøvende magt. Dennes opgave er primært at sikre, at love 
gennemføres og implementeres i samfundet. Som sidestykke hertil ses den lovgivende magt, som er 
Kongressen. Væsentlige beføjelser for Kongressen er at udarbejde og vedtage love for USA og 
vedtage skatter. Den tredje magtinstans er den dømmende magt, som er Højesteret og de føderale 
domstole. Højesteret har især til opgave at fortolke de vedtagne love i henhold til Forfatningen 
(Fuglede 2008, 26).  
Som det kan læses ud fra den korte oversigt over magtens tredeling, synes det, at visse magtområder 
overlapper hinanden, og det er netop på disse områder, at Checks and Balances træder i kraft. Den 
udøvende magt er eksempelvis nødt til at regere efter de love, der fastsættes i Kongressen; på samme 
måde som den udøvende magts handlinger kan erklæres forfatningsstridige af den dømmende magt. 
På samme vis er den dømmende magt kontrolleret, eftersom præsidenten udnævner 
Højesteretsdommerne, som dernæst skal godkendes af Kongressen (Fuglede 2008, 28-29). Den 
lovgivende magt, Kongressen, har under vedtagelsen af sundhedsreformen været så stor en faktor, at 
der enkeltvis redegøres for dennes beføjelser og magtindskrænkelser herunder.      
 
4.2 Kongressen og lovgivningsprocessen 
Kongressen består af de to kamre, Senatet og Repræsentanternes Hus, som henholdsvis svarer til et 
over- og underhus. Senatet er fra Forfatningsfædrenes side skabt med to formål for øje: Det skal 
først og fremmest kontrollere Repræsentanternes Hus, og dernæst skal det skabe institutionel lighed 
mellem alle de amerikanske delstater uanset befolkningens størrelse (Fuglede 2008, 68). 
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Sidstnævnte ses ved, at hver delstat har to pladser i Senatet. En senator vælges for seks år ad gangen, 
og en tredjedel af kammeret er på valg hver andet år, og ifølge Fuglede er dette medvirkende til, at 
Senatet er mindre populistisk og påvirkeligt (Fuglede 2008, 68).     
Repræsentanternes Hus er med sine 435 medlemmer langt større, og her tildeles staterne mandater 
efter deres befolknings størrelse. Fuglede beskriver Repræsentanternes Hus som værende tættere på 
befolkningen, hvorfor dette kammer også karakteriseres som ”The Peoples’ House” (2008, 64). Alle 
medlemmerne af Repræsentanternes Hus vælges hvert andet år, og de hyppige valg er medvirkende 
til, at medlemmerne ofte vægter interesserne i deres eget valgdistrikt højere for at sikre genvalg frem 
for at varetage en samlet delstats eller hele den samlede nations interesser. Repræsentanternes Hus er 
derfor en ”urolig” forsamling, som har tendens til at udvise manglende partidisciplin (ibid., 64-69). 
For at få forsamlingen til at fungere foreskriver Forfatningen, at medlemmerne af Repræsentanternes 
Hus skal vælge en leder, ”Speaker of the House”. Speaker’ens opgave er at holde orden på 
medlemmerne af Repræsentanternes Hus ved at håndhæve partidisciplinen samt nedsætte de 
forskellige politiske udvalg i Kongressen. Især i Repræsentanternes Hus spiller udvalgene en stor 
rolle i lovgivningsproceduren, og det er et udvalgs opgave at iværksætte undersøgelser af forslagets 
eventuelle problemer, behandle forslaget, afholde høringer, udarbejde rapporter og det endelige 
lovforslag. Dette kalder Sunesen lovgivningsprocessens magtcentrum (2007, 99). Eftersom det er 
Speaker, der nedsætter udvalgene, har denne en stor, politisk kapital, som kan bruges til at fremme 
Speakers egen politiske dagsorden, hvorfor en succesfuld Speaker reelt kan blive den mest 
magtfulde person i amerikansk politik (Fuglede 2008, 65). 
Som den lovgivende magt er det primært den samlede Kongres, der står for lovgivningsprocessen. 
Det er vigtigt at påpege, at et lovforslag kan forkastes på flere måder, hvorfor processen til dels 
bliver kompliceret. Den typiske lovgivningsproces starter med et lovinitiativ, som kan komme fra 
vælgere, medier, organisationer eller fra præsidenten selv. Et medlem fra et af Kongressens to kamre 
skal dernæst støtte forslaget, blive dets ”sponsor” ved at lægge navn til det og fremsætte det i 
lovform1. For en hurtig behandling kan lovforslaget fremsættes i begge kamre samtidig, men typisk 
vil et lovforslag først få tildelt et udvalg af Speaker. Udvalget er den første instans, der kan slå 
lovforslaget ihjel, hvis der ikke skrives en betænkning hertil. Efter udvalgsbehandlingen sendes 
lovforslaget til forhandling i plenum, hvor medlemmerne af Repræsentanternes Hus har mulighed 
for at forkaste lovforslaget. Et vedtaget lovforslag sendes dernæst til Senatet, hvor stort set samme 
procedure finder sted. Senatet har dog mulighed for at afholde høringer, hvor eksperter underlagt 
vidneansvar kan udtale sig om de forhold, som lovgivningsforslaget berører. Efter Senatets udvalgs- 
og plenumbehandling bør de to lovforslag være identiske, hvorefter en lov kan vedtages. Hvis de to 
lovforslag ikke er identiske, indkaldes tre til fem udvalgsmedlemmer fra begge kamre, som skal nå 
                                                 
1 Dette er dog ikke tilfældet med Pelosi Bill, som John D. Dingell er hovedsponsor for. Lovforslaget har endvidere seks co-
sponsorer.  Pelosi Bill kommer af, at Speaker, Nancy Pelosi, sammen med Obama har gjort meget for at få gennemført en 
sundhedsreform. 
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et fælles kompromis. Opnås dette, sendes lovforslaget til endnu en afstemning i de to kamre, og hvis 
forslaget går igennem begge steder, sendes det til præsidenten til underskrivelse og bliver dermed til 
lov. Opnås der ikke et kompromis mellem udvalgsmedlemmerne, bliver lovforslaget helt forkastet 
(Sunesen 2007, 97-100). 
 
4.3 To-partisystemet 
Som vi tidligere så på Sunesens model, eksisterer der i amerikansk politik reelt set kun to partier 
med indflydelse, Demokraterne og Republikanerne, selvom der også er andre og mindre partier 
(Sunesen 2007, 14). Ifølge Sunesen er valgregler en af forklaringerne til fastholdelsen og accepten af 
to-partisystemet. Valgreglerne er opbygget således, at den person, der får flest stemmer inden for sin 
kreds vinder, og de andre opstillede personer taber, mens stemmerne er således ”spildt”. Vælgerne 
koncentrerer sig derfor mest om de kandidater, der ser ud til at have vinderchancer (ibid.). 
Derudover er de to partier, Demokraterne og Republikanerne, mere brede i deres ideologiske 
grundlag, end vi er vant til i f.eks. Danmark (ibid.). Sunesen mener endda, at der i flere tilfælde er 
større uenighed i selve partierne end partierne imellem.  
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5 Det teoretiske grundlag 
Dette afsnits omdrejningspunkt er de fire udvalgte teoretikere Burke, Mill, Rawls og Nozick, der på 
hver deres måde har sat deres præg på den filosofiske og ideologiske verdenshistorie. Burke og Mill 
er væsentlige i debatten omkring sundhedsreformen, da partiernes oprindelse kan ses som en 
forlængelse af Burkes og Mills synspunkter. Rawls og Nozick er moderne filosoffer og derfor 
vigtige, da sundhedsreformen er blevet en realitet i nyere tid. Samtidig ligger alle fire teoretikere 
inden for det amerikanske, politiske spektrum i Sunesens model. 
 
5.1 Edmund Burke 
5.1.1 Burkes konservatisme – ”at forandre for at bevare” 
Irske Edmund Burke (1729-1797) ses af flere som ophavsmand til konservatismen (Hansen 2009, 
172). Burke ønsker ikke blot at bevare samfundet, som det nu er; han ønsker også at bevare de 
samme værdier og idealer, som allerede eksisterer i samfundet. Burkes tanker har rødder tilbage i 
1700-tallet, og disse tanker ligger til grund for det konservative ideal, som Burke formulerer som ”at 
forandre for at bevare” (Qvortrup 2009, 347). Hermed mener Burke, at grobunden for forandring 
skulle være traditionen frem for abstrakte idealer. ”A state without the means of some change is 
without the means of its conservation.” (Burke 1790/1969, 106). Sådan skriver Burke i sit 
ideologiske hovedværk Reflections on The Revolution in France. Burke skrev værket som en protest 
mod den franske revolution, som, han mente, byggede på abstrakte idealer, og som derfor ville få 
utilsigtede konsekvenser som eksempelvis en social omvæltning (Hansen 2009, 174). Burke var 
imod en sådan omvæltning, fordi han anså samfundets daværende orden som opnået gennem en lang 
proces af refleksioner og erfaringer (Burke 1790/1969, 278-279). Burke mente ikke, at der skulle 
ændres radikalt ved et samfund som f.eks. ved en revolution, da samfundet spontant er vokset frem 
af sig selv og naturligt har fundet de bedste vilkår. Forsøger mennesket at ændre radikalt på 
samfundet, vil ”loven om utilsigtede konsekvenser” træde i kraft. Denne lov går ud på, at mennesker 
ikke er i stand til at gennemskue hele samfundssystemet, og hvilke konsekvenser ændringer vil 
medføre (Qvortrup 2009, 351). Burke mener, at det derfor er bedst at bevare tingene, som de er, og 
som, man er sikker på, fungerer. Burke anskues endvidere af nogle som en laissez-faire-tænker, idet 
Burke mener, at økonomien og samfundet skal fungere på egne præmisser (ibid., 355). Vedrørende 
det økonomiske perspektiv var Burke af den opfattelse, at ejendomsretten bør sikres for at sikre 
traditionen, og gennem ejendomsretten og arveretten opretholdes den naturlige samfundsorden 
(Hansen 2009, 175). 
 
Side | 19  
 
5.1.2 Burkes samfundskontrakt og menneskesyn 
For at idealet om at forandre for at bevare skal kunne lade sig gøre, er det ifølge Burke nødvendigt, 
at der eksisterer en samfundskontrakt mellem samfundets generationer. Der er her tale om både en 
kontrakt mellem folket i fortiden, nutiden samt fremtiden og en kontrakt mellem de nutidige dele af 
befolkningen. Burke mener derfor, at samfundet må udvikles organisk i overensstemmelse med og i 
respekt for historien og traditionen. Hermed opstår en samfundsorganisme, som individet er en del af 
(Hansen 2009, 176, 178). I denne organisme påpegede Burke, at relationerne i de enkelte samfund 
skal være tætte, men for at opretholde hele organismens levestandard, må de bedst stillede 
samfundslag tage hånd om de dårligst stillede (ibid., 176).  
Som leder af samfundsorganismen mente Burke, at der burde være én hersker, kongen, hvis magt 
var legitimeret gennem traditionen og af Gud (Hansen 2009, 172). ”I et demokrati er flertallet af 
borgerne i stand til at udøve den mest grufulde undertrykkelse af mindretallet”, skriver Burke ifølge 
Hansen (2009, 171). Samtidig var det dog vigtigt for Burke, at kongen ikke var blind over for 
befolkningen, som også er en del af samfundsorganismen – undertrykkelse ville nemlig være med til 
at gøre samfundsorganismen usund, hvilket ikke kan tillades, når hver del af befolkningen har sin 
funktion (Hansen 2009, 179). 
Burkes generelle menneskesyn beror dermed ikke på individualisme. Burke mente derimod, at 
mennesket er bundet af dets historie og kontekst, som det på en og samme tid skal have kendskab til 
og bør acceptere (Hansen 2009, 179). Ifølge Burke kan mennesket ikke blot fremhæve et ideal eller 
et princip, som bør gå forud for det enkelte menneske – mennesket, dets følelser og traditioner bør 
altid komme i første række (ibid., 178). Alligevel formulerer Burke samfundsorganismen.   
Selvom Burke mente, at samfundet bør være så frit som muligt, mente han også, at det er nødvendigt 
med en stat for at holde borgeren i ave. Burke påpegede dog, at staten skal være et middel til at sikre 
de allerede eksisterende værdier frem for et middel til regulering, der kan hindre samfundets 
naturlige, spontane udvikling (Hansen 2009, 177). Samtidig var Burke fortaler for en vis form for 
hierarki, eftersom dette ville medføre et effektivt og levedygtigt samfund. Hierarkiet, som Burke 
omtaler, er opstået som en spontan og naturlig del af samfundsorganismen på samme måde som 
værdier og traditioner (Burke 1790/1969, 140-141).  
 
5.1.3 Burke i korte træk 
I den foregående redegørelse har vi vist, at Burke på sin vis legitimerer staten, så denne kan 
opretholde de regler og normer, der allerede er fastsat af samfundet. Staten må dog ikke spille for 
stærk en rolle. Burke definerer samfundet som en organisme, der består af enkeltindivider i 
grupperinger. For Burke er det vigtigt, at hver gruppering hjælper hinanden for at opretholde 
samfundsorganismen. Dette tolker vi som en form for solidaritet, der bygger på tradition og derfor 
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går ud over det enkelte individ. Derfor har vi valgt at placere Burke i vores figurs fjerde kvadrant, 
der indebærer en vis grad af solidaritet og lille grad af statslig regulering (figur 2).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.2 John Stuart Mill 
5.2.1 Mills opgør med liberalismen 
Faderen til socialliberalismen er engelskfødte John Stuart Mill (1806-1873) (Thorsager & Kaspersen 
2009, 443). Mills socialliberale teori udsprang af samtidens liberalistiske, britiske tænkning. 
Grundidéen i Mills teori er, som navnet antyder, en sammensmeltning af den klassiske liberalismes 
ideal om individets frihed og ukrænkelighed og den klassiske socialismes syn på en central 
statsrolle, der skal sikre og udvikle lige muligheder for samfundets individer (ibid., 453). Mills 
udformning af socialliberalismen skal i den filosofiske kontekst ses som en videreførelse af John 
Lockes syn på mennesket og dets rettigheder (ibid., 444). Locke går ud fra, at alle mennesker er født 
med individuelle og naturlige frihedsrettigheder. De naturlige rettigheder fører i Lockes filosofi til 
en naturlig, social kontrakt, som kan indgås mellem lige parter i samfundet.  
Ved siden af de konstitutionelle ændringer blev der i industrialiseringens og kapitalismens navn også 
skabt store rigdomme, som samtidig førte til forarmelse af store befolkningsgrupper (Kaspersen 
2009,  316). Dette så Mill som en utilsigtet konsekvens ved industrialiseringen, som den klassiske, 
liberale filosofi ikke gav noget svar på (Thorsager & Kaspersen 2009, 453). Den klassiske 
liberalisme måtte acceptere arbejdskraftens ret til at mobilisere sig kollektivt, selvom de naturlige 
rettigheder er individuelle. I denne kontekst ses Mills socialliberalisme som en accept af de klassiske 
ideologiers handlingslammelse i hans samtid, hvortil Mill kom med et løsningsforslag. ”Det 
generede Mill, at fattigdommen forringede personers frihed.” (Kaspersen 2009, 324). Kaspersen 
siger dermed, at Mill ville kæmpe for den individuelle frihed, men han var modstander af det 
 
Figur 2. Placering af Edmund Burke. 
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faktum, at fattigdom forårsaget af de frie markedskræfter skulle kunne indskrænke et individs frihed 
(Kaspersen 2009, 324). 
 
5.2.2 Frihed – markedskræfter, statslig regulering og åndsfrihed 
Mill definerer statens opgave på den økonomiske bane til at skulle påvirke de negative konsekvenser 
af de frie markedskræfter, så lige muligheder sikres for alle samfundets individer. Herunder skelner 
Mill mellem produktion og distribution (Thorsager & Kaspersen 2009, 446). Mill er inspireret af 
økonomen, Adam Smith, og mener, at produktionen stadig skal ske i den klassiske liberalismes navn 
under ledelse af en usynlig hånd til at sikre de frie markedskræfter og princippet om privat 
ejendomsret. I modsætning til Smiths økonomiske laissez-faire-politik lader Mill staten spille en 
rolle i distributionen af de producerede goder, så de dårligst stillede i samfundet sikres understøttelse 
og uddannelse. Mill mener, at der på denne måde vil finde en udligning og en samfundsmæssig 
pluralisme sted, som er til individets fordel. Hermed gør Mill op med det liberale, negative syn på 
staten som en nattevægterstat, og han tildeler staten en positiv rolle, der skal styre samfundets 
udvikling i en bestemt retning.  
At sætte en grænse for statslig autoritet uden at hæmme individets frihedsrettigheder forsøgte Mill at 
gøre i sit essay On Liberty (1859). Grænsen er en snæver balancegang, som dog tilskriver staten en 
særdeles aktiv rolle på visse begrænsede områder. Mill er tilhænger af en demokratisk styreform, 
fordi individerne i fællesskab legitimerer magtinstansen. Men samtidig siger Mill:  
”The ’people’ who exercise the power are not always the same people with those over 
whom it is exercised;”  (Mill 1859/1946, 3).  
Med dette mener han, at demokratiet udadtil repræsenterer det samlede folks vilje, men reelt set er 
demokrati udelukkende baseret på flertallets vilje og kan dermed karakteriseres som 
majoritetstyranni, der ikke anerkender minoriteter og enkeltindivider (ibid., 4). Derfor er der et 
behov for en grænse for både den statslige kontrol og den individuelle frihed.  
Mill ønsker hverken et komplet statsligt eller individuelt styre. Han opstiller to principper, der skal 
inddæmme statens magt. For det første skal staten være menneskets beskytter. Dette kommer til 
udtryk i givne love og regler, der ikke opstilles for at hindre den individuelle, personlige frihed, men 
derimod sikre individets frihedsrettigheder. For meget statsmagt kan samtidig føre til for meget 
kontrol og produktion af andre onder under majoritetstyranniet (Mill 1859/1946, 10). For det andet 
definerer Mill individets frihed på tre fronter: ”tankens, smagens og handlingens frihed”. Hvis alle 
tre dele i et givent samfund er ukrænkelige, kan samfundet kalde sig frit (ibid., 11). Det er Mills 
ræsonnement, at den store grad af personlig frihed kan skabe grobund for meningspluralisme og 
dertilhørende forskellighed i interesser til gavn for både individet og samfundet. Mill argumenterer 
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endvidere for, at mangfoldighed skærper opmærksomheden hos den kritiske borger, hvilket er en 
grundsten i individets og samfundets udvikling (Thorsager & Kaspersen 2009, 447).  
Ud fra Mills teori om tankens, smagen og handlingens frihed, pointerer han, at handlingens frihed 
bør være sidestillet med tankens og smagens, men sådan hænger det imidlertid ikke sammen. Mill 
påpeger, at handlingen ved sit eksplicitte udtryk mister sin immunitet over for ukrænkelighed (Mill 
1859/1946, 44). Dette fører direkte til værkets hovedkonklusion: ”The reason for not interfering, 
unless for the sake of others, with a person’s voluntary acts, is considerations for his liberty.”(ibid., 
92). Friheden er individuel, og indblanding fra anden side må kun ske for ikke at hindre et andet 
individs udfoldelse af sin frihed. Den individuelle frihed er ikke indlejret i begrebet frihandel. 
Handel er altid en social handling, og man skal derfor rette fokus på andres interesser på lige fod 
med sine egne. En social handling legitimerer samtidig offentlig indblanding (ibid., 84-86). Ifølge 
Mill kan staten dog ikke afgøre, hvad der er rigtigt og forkert for individet. Staten må gerne handle 
ud fra individets interesser (ibid., 90).  
Staten skal respektere frihed og udelukkende lovgive for at kontrollere individets magtudøvelse over 
andre. På anden vis kan staten ikke legitimeres:  
”The worth of a State, in the long run, is the worth of the individuals composing it; and a 
state which postpones the interests of their mental expansion and elevation to a little more of 
administrative skill... will find that with small men no great thing can really be 
accomplished.” (Mill 1859/1946, 104).  
Den mest velfungerende stat er derfor nødt til at være legitimeret af individerne, som er underlagt 
den.  
 
5.2.3 Mill i korte træk 
Ud fra foregående redegørelse for Mills ideologiske standpunkt vælger vi at placere Mill i anden 
kvadrant. Mills frihedstænkning bygger på Lockes menneskesyn, som siger, at det enkelte individs 
frihedsrettigheder er ukrænkelige, eftersom de er medfødte. Dette viderefører Mill i sin teori om 
tankens, smagens og handlingens frihed. Samtidig tillader Mill statslig påvirkning af 
markedsøkonomien, så længe det er til gavn for individets frihedsrettigheder (figur 3, næste side).  
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5.3 John Rawls 
5.3.1 Mills moderne arvtager 
En moderne arvtager inden for det socialliberalistiske standpunkt er amerikaneren, John Rawls 
(1921-2002). Med sin kontraktteori fremlagt i Theory of Justice (1971) forsøger Rawls at lave et 
grundlag for en upartisk retfærdighedsteori (Midtgaard 2009b, 475). Rawls’ kontrakt skal forstås 
som en frivillig aftale indgået af ligeværdige individer. 
Rawls’ kontrakt har to trin i sig. Det første kalder han ”den oprindelige position”, hvor Rawls 
forsøger at definere sit menneskesyn. Ifølge Rawls er mennesker først og fremmest rationelle, 
hvilket kommer til udtryk ved, at mennesket selv kan vælge, efterleve og revidere sin egen livsstil 
(Midtgaard 2009a, 696). Samtidig er mennesket rimeligt – herved forstået, at mennesket forsøger at 
retfærdiggøre sin egen livsstil over for andre. Konsekvensen heraf bliver, at alle mennesker har en 
retfærdighedssans (ibid.). Herudfra mener Rawls, at et velordnet samfund er styret af en offentlig 
retfærdighedsopfattelse, der kommer til udtryk i den fair valgsituation (Midtgaard 2009a, 697). 
Denne opstår ved Rawls’ tankeeksperiment kaldet ”uvidenhedens slør”. I dette tankeeksperiment er 
individet placeret på en sådan måde, at det ikke har kendskab til dets egen sociale placering i 
samfundet. Kontrakten indgås derved bag et slør af uvidenhed, så individet ikke har mulighed for 
maksimering af egen lykke (ibid., 698) – slørets funktion er at forhindre, at lovgiverne ikke følger 
deres egeninteresse, hvorved fordelingen af knappe goder risikerer at blive skæv. Rawls 
argumenterer for, at individet i denne situation vil vælge at fokusere på primære, sociale goder, som 
alle har brug for (ibid.). Her begynder kontraktens andet trin. Bag uvidenhedens slør vil individet 
vælge et princip om frihed, så den enkelte får den højeste grad af frihed uden at krænke andres ret til 
samme frihed. Denne frihedsrettighed kan kun bestå, hvis et lighedsprincip sikrer denne. Derfor 
mener Rawls, at social og økonomisk ulighed skal opfylde to principper. Det første princip om 
Figur 3. Placering af John Stuart Mill. 
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chancelighed sikrer, at ulighed skal være knyttet til stillinger, der er åbne for alle, så det enkelte 
individ har mulighed for at opnå en højere placering i samfundshierarkiet. Det andet princip, 
differensprincippet, påpeger, at ulighed skal være til størst mulig fordel for den svagest stillede i 
samfundet (Midtgaard 2009a, 698-700).   
Generelt vægter Rawls de almene frihedsrettigheder højere end økonomiske rettigheder, eftersom 
førstnævnte er med til at sikre de sociale rettigheder. På samme måde vægter Rawls princippet om 
chancelighed over differensprincippet, fordi lighed synes at medføre den bedste mulighed for frihed 
(Midtgaard 2009a, 700-702). Rawls konkluderer derfor nogenlunde i Mills ånd, at det moralske 
samfund ligner en velfærdsstat, hvor almene frihedsrettigheder er vægtet højest, og den sociale og 
økonomiske omfordeling skal være med til at sikre frihed. 
 
5.4 Robert Nozick 
5.4.1 Nozicks opgør med socialliberalismens ”tyveri” 
Som reaktion mod Rawls’ frihedsteori skrev den ultra-liberale amerikaner Robert Nozick sit værk 
Anarchy, State and Utopia (1974). Heri afviser han Rawls’ teori som værende en frihedsteori, 
eftersom Rawls’ teori ifølge Nozick nærmere er egalitaristisk (Thorndal 2009, 615). Nozick mener, 
at hvis personlig frihed er et ideal, skal man afskaffe velfærdsstaten, idet stat og politik er kollektive 
tvangsmekanismer (Gregersen 2009, 889).  
Nozicks liberalisme er især kendetegnet ved to træk. Det første er frihed som en moralsk rettighed 
og ikke som en økonomisk. Det andet træk er ønsket om absolut frihed (Gregersen 2009, 890). 
Nozick afviser hermed, at staten skal forme individet. Dette udmunder i Nozicks såkaldte 
”selvejerskabstese”, der siger, at man har uindskrænket ret til at bestemme over sig selv (Thorndal 
2009, 613). Nozick formulerer dette som en idé om individets frihedszone – en form for en boble – 
som andre individer ikke må bryde ind i (Gregersen 2009, 891). Eftersom man ejer sin egen krop, 
argumenterer Nozick for, at man også ejer den arbejdskraft, som kroppen producerer (Thorndal 
2009, 612). Værdi kan derfor kun opstå på baggrund af menneskeligt arbejde. Nozick mener derfor, 
at staten ikke har ret til at fratage borgere disse værdier gennem skatter og afgifter (ibid., 613). 
Derfor bør staten ifølge Nozick være minimal, og dens eneste opgave er at beskytte individet. På 
samme måde har individet heller ikke krav på sociale goder, når skatteopkrævning ikke finder sted. 
Skatteopkrævning uanset formål bliver dermed tyveri (ibid., 614).  
Nozick viderefører dette i sit syn på den moderne velfærdsstat, som, han mener, er i modstrid med 
de fundamentale frihedsrettigheder (Gregersen 2009, 897). Nozick siger, at omfordeling fører til 
slaveri, idet der påbydes skat på arbejdsindkomsten. Nozicks eksempel siger, at hvis man betaler 
50% i skat, betyder det, at man i halvdelen af ugen arbejder for andre end sig selv (ibid.) Samtidig er 
konsekvensen af omfordeling ifølge Nozick et indgreb i det menneskelige liv (ibid.). Et tredje aspekt 
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ved omfordeling er, at denne hviler på en ”ensidig modtager-etik”. Nozick siger herved, at ved 
omfordeling ligger fokus på dem, som får, men samtidig glemmer man, at ressourcer og penge tages 
fra andre (Gregersen 2009, 898). Nozick påpeger til slut, at det sjældent er de fattigste, der får gavn 
af omfordelingen, men derimod middelklassen. Nozicks belæg for dette ligger i en argumentation 
om, at overklassen bestikker middelklassen, så de tilsammen kan skabe flertal mod underklassen 
(ibid.). Nozick påpeger desuden, at hjælp til svage skal opstå på baggrund af individets moral og 
ikke som de svages krav på hjælp (Thorndal 2009, 618). 
Nozick opstiller herefter tre faste principper. Det første princip, ”overførselsprincippet”, siger, at 
hvis man ejer en ressource, kan man overdrage den til andre, og andre kan berettiget modtage denne, 
hvis overførslen er sket uden nogen form for tvang (Gregersen 2009, 895). Det andet princip, 
”tilegnelsesprincippet”, forklarer, hvordan en uejet ressource kan blive til privat ejendom. Dette kan 
ifølge Nozick ske, hvis den private tilegnelse ikke stiller andre umiddelbart dårligere. (ibid., 896). 
Nozicks sidste princip er ”genoprettelsesprincippet”, som anvendes, hvis et af de to andre principper 
er blevet brudt. Ifølge dette kan man retmæssigt genoprette den oprindelige situation ved at fratage 
det, der uretmæssigt er blevet taget. Nozick tilføjer til slut, at de forurettede eller deres efterkommere 
har krav på fuld erstatning (ibid.). 
 
5.5 Rawls og Nozick i korte træk  
Rawls’ teori påvirkes af hans menneskesyn, der siger, at mennesker er rationelle og rimelige. Ved 
første øjekast burde man derfor placere Rawls til venstre på y-aksen sammen med Mill. Det er dog 
væsentligt at pointere, at i den oprindelige position er mennesket endnu ikke tildelt rettigheder og 
goder. Dette gøres først bag uvidenhedens slør, hvor Rawls mener, at man vil sikre sig selv den 
højeste grad af frihed uden at krænke andres tilsvarende frihed. Dermed ændres placeringen af 
Rawls totalt på den horisontale akse, eftersom man indgår en solidarisk kontrakt med andre, der skal 
sikre alle. Samtidig argumenterer Rawls for, at den mest moralske stat er en velfærdsstat med et 
offentligt defineret retfærdighedsbegreb (figur 4, næste side). Derfor har vi placeret Rawls i figurens 
første kvadrant under høj grad af solidaritet og statslig regulering. Derimod går Nozicks teori ud fra 
absolut frihed til det enkelte individ. En sådan frihed kommer til udtryk ved individets 
uindskrænkede ret til at bestemme over sig selv, Selvejerskabstesen. Samtidig mener Nozick, at 
statslig omfordeling og regulering er en krænkelse af individets fundamentale frihedsrettigheder. 
Hermed ligger det lige for at placere Nozick i den tredje kvadrant med minimal statslig regulering og 
individuelle frihedsrettigheder.  
 
  
 
 
 
 
Side | 26 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Figur 4. Placering af John Rawls og Robert Nozick 
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6 Demokraternes Pelosi Bill 
Demokraternes bud på ændringer til en amerikansk sundhedsreform giver et billede af, hvor de står i 
den politiske debat. I analysen benyttes de fire teoretikere til at dykke ned i reformforslaget og 
belyse dette ud fra deres synspunkter og de holdninger, som vi mener, at de ville have til 
etableringen af en omfattende sundhedsreform. 
 
6.1 Kildekritisk tilgang til den demokratiske reform 
Som kilde har vi valgt at tage udgangspunkt et resumé i det demokratiske reformforslag Affordable 
Health Care for America Act (House Committees etc. 2009) – i offentligheden også kaldet Pelosi 
Bill. Denne er vedlagt som bilag 1. Den over 2.000 sider lange Pelosi Bill blev fremlagt i 
Repræsentanternes Hus d. 29. oktober 2009 af den demokratiske sponsor, John D. Dingell, sammen 
med seks andre demokratiske co-sponsorer. Lovforslaget er af demokratisk oprindelse og blev 
vedtaget i Repræsentanternes Hus d. 7. november 2009. Kilden er fundet på den officielle 
hjemmeside for komitéen for uddannelse og arbejde i Repræsentanternes Hus (Committee on 
Education and Labor). Selvom en enkelt republikansk repræsentant stemte for vedtagelsen af Pelosi 
Bill, antager vi, at dette er Demokraternes forslag til en sundhedsreform, og resuméet er fremstillet 
af demokratisk hånd. Pelosi Bill har også været udsat for hård kritik fra republikansk side. Kilden er 
dermed meddelende og normativ, og dens funktionalitet består derfor i at kunne beskrive de 
demokratiske lovgiveres holdninger, normer og tankegang (Kjeldstadli 1999/2001, 179-180). På 
baggrund af dette ophav vurderer vi, at kildens troværdighed kan bruges til at repræsentere et 
demokratisk forslag til en sundhedsreform. Vi mener, at Demokraternes resumé af deres 
reformforslag primært henvender sig til medlemmerne af Repræsentanternes Hus. Dette baserer vi 
på, at resuméet er udgivet på en officiel hjemmeside for et udvalg under Repræsentanternes Hus. 
Ydermere indeholder resuméet flere tal og procentsatser, end hvad, vi forestiller os, ville være 
relevant for den almene amerikaner. 
 
6.2 Indhold af det demokratiske reformforslag 
6.2.1 Forsikringsreformen 
Affordable Health Care for America Act er det demokratiske forslag til et bedre 
sundhedsforsikringssystem. Herunder foreslås et sæt forskellige forsikringsreformer for at sikre 
befolkningen mod at komme i klemme i systemet. Bl.a. skal det forbydes, at forsikringsselskabernes 
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vurderinger baseres på foruroligende sygdomshistorier2, samt at forsikringsselskaberne lægger loft 
og begrænsninger på, hvor meget individerne må gøre brug af midlerne ved sygdomstilfælde (House 
Committees etc. 2009, 1). Formålet med disse ændringer er at beskytte forbrugerne og skabe 
gennemsigtighed på markedet.  
 
6.2.2 The Exchange 
Under det demokratiske forslag vil der blive oprettet en instans, kaldet The Exchange. Denne er en 
form for forsikringsbørs, der skal muliggøre gennemskuelighed af forsikringsmarkedet for det 
enkelte individ (House Committees etc. 2009, 1). Med andre ord fastsættes føderale standarder for 
forsikringsudbuddene, hvorefter delstaterne står for at regulere markedet i delstaten ud fra de 
føderale standarder. Samtidig vil der være ”The National Health Insurance Exchange”, som er et 
marked for hele den føderale forbundsstat.  
Befolkningen er berettiget til igennem The Exchange at købe deres egen forsikring, hvis de ikke 
forsikret gennem deres arbejde eller er omfattet af Medicaid eller Medicare3 (House Committees etc. 
2009, 3). The Exchange åbner op for små virksomheder i 2013, hvormed det kan blive billigere for 
små virksomheder at forsikre deres ansatte. De efterfølgende år åbner The Exchange op for 
mellemstore og store virksomheder (ibid., 1). 
I The Exchange skal der være en ”Public Health Insurance Option”,  herefter kun nævnt som Public 
Option, som er et offentligt tilbud blandt de private forsikringstilbud. Dette skal være med til at øge 
konkurrencen i forsikringsbranchen (House Committees etc. 2009, 1). Herunder giver den føderale 
stat nogle opstartsbevillinger til etableringen af Public Option i delstaterne.  
 
6.2.3 Billigere forsikring og delt ansvar 
I USA er det normalt, at arbejdsgiverne gennem ansættelsen af medarbejdere sørger for en forsikring 
til disse. Den demokratiske reform vil give arbejdsgiverne to valg, nemlig enten at tilbyde sine 
medarbejdere en forsikring eller at bidrage til finansiering af medarbejderens private sygeforsikring. 
For at beskytte små virksomheder er disse fritaget fra at skulle overholde dette krav. Reformforslag 
vil derfor tilgodese 86% af Amerikas virksomheder (House Committees etc. 2009, 1). Dette betyder 
dog ikke, at en masse amerikanere skal stå uden forsikring, da der i den forbindelse etableres en 
skattefradragsordning, som kan hjælpe små virksomheder med at tilbyde dækning til deres 
medarbejdere. Det kræves af befolkningen, at de anskaffer sig en sundhedsforsikring eller betaler en 
                                                 
2 I forslagene til en sundhedsreform omtales termen ”preexisting conditions” som et vigtigt punkt. Denne term dækker 
over arvelige sygdomme, kroniske sygdomme, samt forhenværende og nuværende sygdomme og skader, og dette samler 
vi i termen ”foruroligende sygdomshistorie”. 
3 Medicaid er en føderal sundhedsordning for de dårligst stillede borgere. Medicare er et forsikringsprogram for ældre over 
65 år. 
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afgift på 2,5% af deres disponible indkomst. Men der er igen hjælp at hente for de personer, som 
ikke har råd, da de kan søge om at blive fritaget og indgå i Medicaid.  
For at disse tiltag bliver mulige, er grundlaget at sørge for, at dækning får en overkommelig pris. 
Familier eller singler, der har en indkomst op til 400% af den føderale fattigdomsniveau, får 
økonomisk støtte (House Committees etc. 2009, 2-3). Dette er skabt for at beskytte befolkningen, 
uanset hvilket indkomstniveau de er på. Demokraterne foreslår, at statsligt tilskud er en mulighed for 
de amerikanere, der ikke får tilbudt dækning i deres virksomhed. Dette gælder dog ikke for dem, 
som allerede er dækket af Medicaid eller Medicare.  
 
6.2.4 Medicaid og Medicare 
Med reformens indførelse vil Medicaid komme til at omfatte alle personer med indkomster på eller 
under 150% af det føderale fattigdomsniveau, hvis personerne ikke på anden vis er dækket (House 
Committees etc. 2009, 3). Fordele inden for Medicaid skal bl.a. være statslig betaling inden for 
primære sundhedsydelser, forebyggende undersøgelser, dækning af HIV-positive og rabat på 
medicin.  
Demokraternes forslag fremmer samtidig Medicare. ”The Affordable Health Care for America Act 
proposes major improvements and investments in the Medicare program.” (House Committees etc. 
2009, 3) Denne forbedring skal ske gennem en fond, hvis formål er at opdage spild, bedrageri og 
misbrug (ibid.). Samtidig skal Medicare effektiviseres og gøres billigere for den enkelte (House 
Committees etc. 2009, 6). 
 
6.2.5 Finansiering 
Hovedelementet i finansieringen af den demokratiske reform vil være en ny føderal skat på 5,4% af 
den disponible indkomst. Denne skat skal pålægges alle singler, som tjener mere end $500.000 og 
familier, som tjener mere end $1 mio. årligt (House Committees etc. 2009, 3).   
Ydermere håber Demokraterne at spare penge gennem den ovennævnte Medicare-fond, som i stedet 
skal bruges på andre af reformens tiltag. Derudover går Demokraterne ikke meget mere ind i 
finansieringen. 
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6.3 Analyse af Demokraternes reform 
6.3.1 Reformens påvirkning på forsikringsudbuddet  
Med reformforslaget ønsker Demokraterne at skabe mere konkurrence mellem 
forsikringsselskaberne og forbyde samt fjerne dårlige behandlingsgarantier. Forsikringsselskabernes 
indbyrdes opdeling af markedet vil med Demokraternes forslag også forbydes (House Committees 
etc. 2009, 1). Et sådant forbud vil stride imod Nozicks filosofi. Nozick ville mene, at staten skal 
være så minimal som mulig, hvorfor statslig regulering ikke skal forekomme (Gregersen 2009, 895). 
Burkes holdning til denne regulering ville være, at Demokraternes reform laver om på samfundet 
ved at sikre tilgængelighed af forsikringer for de fattigste, og derved ændrer man samfundets 
allerede gældende normer, regler og måske også hierarki. Dette strider imod Burkes opfattelse af 
forandring, som skal ske på baggrund af bevaring eller forbedring af de givne forhold for hele 
samfundsorganismen – både svage og velstående. Eftersom det er usikkert, hvilke konsekvenser 
indførelsen af billigere forsikringer til alle vil få, ville Burke påstå, at loven om de utilsigtede 
konsekvenser vil træde i kraft ved en sådan ændring, og han ville derfor støtte op om Nozicks 
kritiske holdning over for reformforslaget (Qvortrup 2009, 351). Omvendt ville Mill være fortaler 
for en udligning og på denne måde fremme frihedsrettighederne for de fattigste i samfundet 
(Thorsager & Kaspersen 2009, 453). De tre teoretikere ville være enige om, at der er behov for at 
lade de frie markedskræfter regulere markedet, men de er uenige, når det kommer til at vurdere, hvor 
stor en rolle statslig regulering skal have lov til at spille. 
Forbuddet mod forsikringsselskabernes videre opdeling af markedet ville også være til stor kritik fra 
Burkes side. Reelt set er markedet frit, men gennem de frie markedskræfter er der formelt set opstået 
monopoler på markedet, der holder det fastlåst. Burke går ind for et frit marked, der ikke bliver 
reguleret af staten (Qvortrup 2009, 355). Demokraterne har med denne regulering i sinde at vedtage 
nogle restriktioner og dermed regulere markedet ud fra principper, som de mener, er til fordel for 
alle parter. Argumentationen ligger tæt op ad Mills argumentation (Thorsager & Kaspersen 2009, 
453), og derfor kan man ved denne regulering i det demokratiske forslag virkelig se grænsen mellem 
Burkes og Mills ideologiske teorier. Hvis konsekvensen af det frie marked er opblomstringen af 
monopoler, ville Mill regulere sig ud af problemet, mens Burke som økonomisk laissez-faire-tænker 
ville give markedskræfterne frit råderum.  
 
6.3.2 The Public Option 
En del af The Exchange vil ifølge det demokratiske forslag bestå af et offentligt tilbud. ”Like other 
private plans, the public option must survive on its premiums.” (House Committees etc. 2009, 1). 
Med andre ord står staten som udbyder af dette tilbud, men det offentlige tilbud skal overleve på 
markedets præmisser og ikke ved statslig finansiering. I forhold til Burkes konservative ideologi kan 
dette få uhensigtsmæssige konsekvenser, fordi denne instans ikke er blevet inkorporeret i samfundet 
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på naturlig vis. Burke ville derfor være fortaler for, at man skal lade tingene fungere, som man hidtil 
har fundet bedst (Hansen 2009, 176). I modsætning hertil ville Mill mene, at staten har lov til at 
styre samfundet i den mest retfærdige retning for alle individer, så længe de frie markedskræfter og 
individets frihedsrettigheder ikke krænkes (Thorsager & Kaspersen 2009, 446, 448). Eftersom 
Public Option er med til at fremme konkurrencen under de frie markedskræfter og er nødsaget til at 
overleve på sine præmier på lige fod med privat forsikringsselskaber, ville Mill gå ind for 
Demokraternes forslag. Public Option vil også være med til at beskytte mennesket, og dette ville 
være endnu et argument for Mill til at støtte op om forslaget. Ved netop dette punkt ville Nozick 
være uenig. Public Option vil være umulig i en minimalstat efter Nozicks principper (Gregersen 
2009, 893-895). Rawls ville gå ind for et offentligt tilbud, idet det kan være med til at skabe mere 
konkurrence på markedet, hvilket sandsynligvis vil resultere i billigere priser og dermed skabe 
chancelighed for alle individer uanset indkomst (Midtgaard 2009a, 700-702).  
 
6.3.3 Et beskyttet marked versus et ureguleret marked 
Som det er blevet fremhævet tidligere ved analysen af det demokratiske reformforslag, kommer den 
føderale stat til at spille en mere fremtrædende rolle, end den hidtil har gjort. Herunder er det 
meningen, at staten skal regulere og beskytte markedet mere end hidtil (House Committees etc. 
2009, 1-2). Igen ville Nozick være enig med Burke, eftersom han anskuer staten som en 
tvangsmekanisme (Gregersen 2009, 889), der i dette tilfælde vil komme til at bestemme, hvor meget 
forsikringspræmierne skal stige eller falde. Prisfastsættelsen vil derfor ikke være reel, men rettere et 
indgreb i det enkelte individs liv og i de frie markedskræfter. Omvendt ville Mill mene, at man skal 
have et beskyttet marked, fordi man skal udnytte, at staten kan styre og udvikle markedet til fordel 
for individet. Mill mener dog, at man skal passe på at give staten for meget kontrol, eftersom 
tankens, smagens og handlingens frihed skal være bevaret (Mill 1859/1946, 11). Under et beskyttet 
marked vil disse tre friheder stadig være intakte for borgeren. Rawls ville også have været fortaler 
for et reguleret marked, så længe det er til gode for individet (Midtgaard 2009b, 477). Demokraterne 
mener, at et reguleret marked udelukkende vil påvirke konkurrencen og markedsbalancen (House 
Committees etc. 2009, 1-2) og dermed være til gavn for alle individer i befolkningen. Mill og Rawls 
er endvidere positive stemte over for statslig regulering, så priser kan fastsættes til borgerens fordel. 
Herunder vil de være tilhængere af, at Demokraterne ønsker at lade staten hjælpe små virksomheder, 
og at staten skal udvide beføjelserne til Medicare ved eksempelvis at lempe reglerne for 
kopimedicin, så individet kan vælge mellem et billigt og et dyrt produkt.   
Som tidligere nævnt ønsker Demokraterne også, at små virksomheder skal hjælpes, så de kan 
udbyde sundhedsdækning til deres ansatte (House Committees etc. 2009, 1). Demokraterne ønsker, 
at præmierne for små virksomheder skal være overkommelige. For virksomheder med ti eller færre 
medarbejdere vil der endogså være fordele i form af skattefradrag de første to år af reformens levetid 
(House Committees etc. 2009, 2). Nozick ville mene, at hjælp til små virksomheder vil gå ud over 
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større virksomheder, som dermed kommer til at betale mere for at få samme dækning til deres 
ansatte. Ifølge Nozick glemmer Demokraterne, at ressourcerne tages fra nogle og gives til nogle 
andre. Herunder ville Nozick mene, at det vil være den arbejdende middelklasse, der drager fordel af 
denne omstrukturering af ressourcer frem for den fattigste del af befolkningen (Thorndal 2009, 618). 
Igen har Burke nogenlunde samme holdning som Nozick, dog med en anden argumentation. I denne 
omstrukturering ville Burke påpege, at samfundet mangler erfaringer til at ændre systemet i retning 
af at give staten en større rolle (Qvortrup 2009, 351). Loven om de utilsigtede konsekvenser vil træde 
i kraft, og man vil derfor ikke på nuværende tidspunkt kunne vide, om ændringen er til fordel eller 
ulempe for befolkningen. Derimod ville Mill mene, at staten kan hjælpe små virksomheder i 
konkurrencen på markedet (Thorsager & Kaspersen 2009, 446). Staten kan hermed kompensere, så 
alle virksomheder og deres ansatte får lige muligheder, samtidig med at alle virksomheder bliver 
pålagt at udbyde forsikringer til deres ansatte. Rawls ville nikke genkendende til denne 
argumentation og benytte sig af uvidenhedens slør (Midtgaard 2009a, 698). Under dette 
tankeeksperiment vil det vise sig, at retfærdighed for alle individer vil opstå ved at hjælpe små 
virksomheder, idet sundhedsdækning ikke længere vil komme an på størrelsen af det arbejdende 
individs virksomhed – alle vil få lige rettigheder i kampen om sundhedsforsikringer.  
 
6.3.4 Finansiering af reformen 
Demokraterne ønsker, at deres sundhedsreform skal finansieres gennem en ny føderal skat på 5,4% 
af den disponible indkomst (House Committees etc. 2009, 3). Dette er et godt eksempel på Nozicks 
kritik af velfærdsteoretikeres ensidige modtager-etik, hvor fokus ligger på modtageren (Gregersen 
2009, 898). Resultatet af Demokraternes sundhedsreform bliver derfor, at det er den del af 
befolkningen med den største indtægt, der primært finansierer reformen, og dette ville Nozick kalde 
”det rene tyveri”. Burke ville heller ikke mene, at denne finansieringsmåde er den rette løsning. 
Under den naturlige samfundsorden mener Burke (Hansen 2009, 177), at man vil acceptere, at nogen 
har råd til noget, som andre ikke har – herunder om man har råd til sundhedsforsikring. Mill ville i 
modsætning til Burke være enige med Demokraternes beslutning om at lade de mest velstående 
finansiere sundhedsdækningen for alle for på denne måde at kompensere for den økonomiske 
ulighed individerne imellem. Han ville argumentere for, at den føderale skat kan påvirke priserne i 
positiv retning og dermed sikre alle samfundets individer (Kaspersen 2009, 324). Rawls ville give 
Mill ret, eftersom han også er af den opfattelse, at det mest retfærdige samfund er en velfærdsstat, 
hvor den sociale og økonomiske omfordeling sker som et led i at sikre alles frihed (Midtgaard 
2009a, 698).   
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6.3.5  Rettigheder 
Demokraterne ønsker gennem reformen at fremme, at alle får ret til sundhedsydelser. Dette 
fremhæves allerede i begyndelsen af reformresuméet, idet:  
”People are eligible to enter the Exchange and purchase health insurance on their own 
as long as they are not enrolled in employer sponsored insurance, Medicare or 
Medicaid.” (House Committees etc. 2009, 1)  
Dette medfører, at alle amerikanere har adgang til sundhedsydelser i en eller anden forstand. Denne 
del af det demokratiske forslag ligger tæt op ad de socialliberalistiske tanker. Mill tildeler staten en 
positiv rolle i forhold til at styre samfundet i en bestemt retning (Thorsager & Kaspersen 2009, 453) 
– herunder sundhedssikring som en alment accepteret rettighed. Statsstyringen indsnævrer ikke 
individets frihedsrettigheder – tværtimod bliver staten menneskets beskytter og er derfor en fordel. 
Samfundsstyringen kan i sidste ende føre til en offentlig retfærdighedstanke, der giver primære 
sociale goder til alle. Samtidig medfører etableringen af The Exchange, at alle individer bliver tildelt 
universelle rettigheder uafhængigt af kroniske lidelser eller tidligere sygdomme. Dette gælder også i 
forhold til forsikringspræmien (House Committees etc. 2009, 1). På denne måde kompenserer staten 
for økonomisk ulighed. Mill ville videreføre argumentet i forhold til et liberalt ideal ved at fokusere 
på, at lighed i sidste ende vil være frihedsskabende (Kaspersen 2009, 324). Et andet 
socialliberalistisk argument kommer fra Rawls’ tankeeksperiment om uvidenhedens slør (Midtgaard 
2009b, 479). Ved at sikre lige rettigheder for alle gennem en kontrakt garanteres en høj levestandard 
for det enkelte individ, og dermed kan ulighed også accepteres på et samfundsmæssigt plan. Ved at 
give staten lov til at styre civilsamfundet, så sundhedssikring fremstår som en alment accepteret 
rettighed, fremkommer også kritikken fra konservativ side. Først og fremmest er Burke imod 
abstrakte idealer om rettigheder (Qvortrup 2009, 346). Dernæst er Burkes tanke, at samfund er 
opstået spontant og bør videreudvikles spontant (ibid., 352). Vi tolker, at de universelle rettigheder 
til forsikring i Pelosi Bill kommer fra statslig hånd, eftersom de på nuværende tidspunkt er ikke-
eksisterende i det amerikanske samfund, og Burkes kritik ville derfor udmønte sig ved at påpege 
undertrykkelse af samfundets frihed og spontanitet. Samtidig formindskes hierarkiet, som er en af 
samfundets drivkræfter ifølge Burke.   
Demokraterne ønsker også at oprette Public Option som en del af The Exchange (House Committees 
etc. 2009, 1). Dette skal gøres for at sikre frit valg, konkurrence og ansvarlighed på markedet (ibid.). 
Samme argumentation ville bruges af Mill, der netop ville bruge staten som et værktøj til at sikre frie 
markedskræfter til individets fordel (Kaspersen 2009, 324). Modsat ville Burke se dette 
forsikringstilbud som en illegitim instans, som ikke lader økonomien agere på sine egne præmisser 
(Hansen 2009, 181). Samme illegitimitet vil man kunne se ud fra Nozicks forhold til statens rolle 
(Gregersen 2009, 895). Godt nok fastslår Demokraterne samtidig, at det statslige forsikringstilbud 
skal opretholdes på baggrund af dets egen præmie, men Nozicks grænse for minimalstaten 
overskrides, især fordi Demokraterne også ønsker at finansiere reformen gennem en ny føderal skat 
Side | 34 
 
(House Committees etc. 2009, 3). Herved vil der ifølge Nozick forekomme slaveri da det er et 
indgreb i det menneskelige liv. Hermed er de store linjer mellem Mills og Nozicks perspektiv på 
frihed trukket frem: Mill accepterer et statsreguleret marked med den argumentation, at det er til 
individets fordel, mens Nozick er modstander af et statsreguleret marked, fordi han ser det som en 
forbrydelse mod individets frie valg.  
Det ligger implicit i det demokratiske forslag, at det er nødvendigt at ændre de allerede eksisterende 
regler, dog uden en egentlig begrundelse herfor.  
”It is the responsibility of the federal government to ensure that essential health coverage is 
affordable and available…” (House Committees etc. 2009, 2).  
Den socialliberalistiske argumentation ud fra Mill for reformen ville herudfra være, at en 
overkommelig præmie og tilgængelighed til dækning igen vil være med til at skabe lighed og 
dermed frihed. Burke ville som laissez-faire-tænker forsvare, at manglen på lovgivning netop er 
kernen i frihed. Herved får samfundet lov til at udfolde sig spontant, hvorved instanser opstår 
naturligt nedefra frem for at opstå som statsligt bureaukrati med oprettelse af kommissioner og 
offentlige tilbud, som Demokraternes forslag ville have gjort i Burkes øjne.  
 
6.3.6 Udvidelse af Medicaid 
En vigtig del af Demokraternes reformforslag er udvidelsen af Medicaid. Igen ses den klare 
socialliberalistiske ideologi i det demokratiske forslag til en sundhedsreform. At distribuere 
samfundets goder på en sådan måde, som Demokraterne har tænkt sig at gøre med Medicaid-
ekspansionen, garanterer et udvidet statsligt sikkerhedsnet under det enkelte individ. Den statslige 
autoritet overskrider ikke den grænse, som vil hæmme individets frihed ifølge Mill (1859/1946, 3-4). 
Ved brug af Rawls’ tankeeksperiment kan der endvidere argumenteres for, at udvidelsen af 
Medicaid er for almenvellets gode. Rawls mener, at bag uvidenhedens slør vil enkeltindivider nå 
frem til en samfundskontrakt, der sikrer et højt eksistensminimum for alle (Midtgaard 2009a, 698). 
Det udvidede sikkerhedsnet vil ud fra Rawls’ argumentation bidrage til øget chancelighed. Hvis man 
giver de stærkeste individer frie tøjler, kan man gennem chancelighed sikre en større indtjening i 
bruttonationalproduktet, hvilket kan være til fordel for de svageste individer igennem senere øgede 
velfærdsgoder. Omvendt pointerer både Mills og Rawls’ teorier primært, at en stat udelukkende skal 
lovgive for at kontrollere individers magtudøvelse over for hinanden, og en udvidelse af Medicaid 
lader ved første øjekast til at ligge uden for dette lovgivningsområde. Demokraterne argumenterer 
ikke videre for udvidelsen af Medicaid i reformforslaget, men sammenlignet med de progressive 
procentsatser, der sætter en maksimal grænse for, hvor meget af en indkomst der må gå til 
sundhedsomkostninger, kan det udledes, at denne del af forslaget indirekte er med til at beskytte 
individet for udnyttelse fra forsikringsmarkedets storkapital. Hermed ville udvidelsen have været 
fuldt ud legal i Mills øjne.   
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Frem for at tale om almenvellet påpeger konservative Burke nødvendigheden af en sund 
samfundsorganisme (1790/1969, 85). Burke mener dermed, at de bedst stillede samfundslag er 
forpligtet til at tage sig af de svageste samfundslag for at være tro mod samfundskontrakten, 
historien og traditionen. Dermed modsiger Burke ikke eksistensen af Medicaid som en offentlig 
institution – tværtimod ville han have påtalt denne instans som en nødvendighed. Det kan ikke 
udelukkes, at Burke ville have været fortaler for en udvidelse af Medicaid, hvis det bevarer det 
allerede eksisterende samfundshierarki og dermed samfundsorganismen. Hvis disse to præmisser 
ikke gør sig gældende ved Medicaid-ekspansionen, ville han derimod have været modstander af 
ekspansionen med argumentet om, at samfundet selv må sikre sig på bedste vis for ikke at påføre 
øvre samfundslags tvang (Hansen 2009, 180). Eftersom Burke og den konservative ideologi ikke 
ligefrem definerer en absolut fattigdomsgrænse, bliver denne del af den konservative tankegang 
bløde begreber, der ikke sætter en grænse for, hvornår ekspansionen af Medicaid ville være i orden 
eller ej. 
Demokraternes forslag fremmer samtidig Medicare. Mill ville bruge den tidligere nævnte 
argumentation om beskyttelse af individet i forhold til markedskræfterne (Kaspersen 2009, 324), 
hvorfor staten må regulere for ældre, der har ringere mulighed for at være på arbejdsmarkedet. Ud 
fra et konservativt syn ville disse forbedringer af Medicare være uacceptable. Burke påpeger, at de 
nære relationer så vidt som muligt skal sørge for hinandens sikkerhed, og han ville derfor også 
påpege, at ældreomsorg ikke skal komme fra statslig hånd, men derimod fra familien selv (Hansen 
2009, 181). Medicare-incitamentet er derfor ikke i overensstemmelse med konservative idealer. 
 
6.3.7 Forpligtelse til forsikring 
Det demokratiske forslag gør det samtidig lovpligtigt at være dækket af en sundhedsordning:  
”Individuals are required to obtain health insurance coverage or pay a fee equal to 
lower of 2.5 percent of their adjusted income above the filing threshold or the average 
on the Exchange.” (House Committees etc. 2009, 2).  
Hvis man dermed ikke har sundhedsdækning i et eller andet omfang, vil det resultere i en ekstra 
beskatning udregnet på baggrund af den disponible indkomst eller præmiegennemsnittet på The 
Exchange – med andre ord sørger reformforslaget for, at det ikke kan betale sig at lade være med at 
forsikre sig. Mill kunne have været fortaler for denne ekstrabeskatning, men hovedpunktet om, at 
man er forpligtet til at forsikre sig, ville Mill ikke have været fortaler for. Rettigheder og frihed er 
det vigtigste for Mill – og herunder også tankens, smagens og handlingens frihed (1859/1946, 10-
11). Forsikringsforpligtelsen kan anskues som en krænkelse af handlingens frihed. Reelt set kan man 
vælge at lade være med at forsikre sig, hvilket dog vil resultere i en straf i form af beskatning. 
Dermed kan der også sættes spørgsmålstegn ved udsagnet om, at reformen er med til at sikre et frit 
valg (House Committees etc. 2009, 1). Mill pointerer, at handlinger for det meste er sociale, mens 
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frihed er individuel. Når der er tale om en valghandling, vil vi mene, at valghandlingen også er 
individuel og tages af hensyn til en selv, og den demokratiske reform gavner dermed ikke den 
individuelle frihed. Tværtimod tvinger den implicit alle til at forsikre sig og går dermed imod det 
socialliberale standpunkt, idet den snævre balancegang mellem handling og frihed overskrides.  
 
6.3.8 Et socialliberalistisk menneskesyn 
I det demokratiske forslag nævnes ordene ”accountability” (ansvarlighed), ”affordability” 
(økonomisk tilgængelighed) og ”accessibility” (tilgængelighed) gentagne gange. På samme måde 
fremhæves ”choice” (valg) og ”competition” (konkurrence) (House Committees etc. 2009). De to 
sidstnævnte ord ligger op ad en liberal tankegang om individets frie valg og et marked, der er baseret 
på fri konkurrence frem for regulering. Demokraternes ønske om ansvar – underforstået fra 
forsikringsselskabernes side – og ønske om, at alle har råd til dækning, går derimod i en mere social 
retning. Demokraterne følger ikke længere den liberale doktrin om ”at være sin egen lykkes smed”, 
men de vil bruge regulering som middel til at nå et retfærdigt mål om dækning for alle.  
Nozick ville kritisere begreberne accountability, affordability og accessibility for at være 
modstridende med en liberal tankegang. Ifølge Nozick skal regulering helst undlades for at opfylde 
kravene til en minimalstat (Thorndal 2009, 617). Derfor ville han også erklære, at Demokraternes 
forslag mangler liberale toner, og at det grundlæggende menneskesyn derfor ikke er liberalt, men 
socialt. I modsætning hertil ville Mill og Rawls begge understrege, at den tryghed, som den 
demokratiske reform vil medføre for det enkelte individ, vil være med til at gavne individets frie 
udfoldelse og retfærdigheden i samfundet, og derfor ville det demokratiske forslag være at 
foretrække for alle. Hermed kan det konkluderes, at det demokratiske forslag har et forholdsvist 
socialliberalt menneskesyn. 
Denne uenighed mellem tre teoretikere, der alle kalder sig ”liberale tænkere”, kan dermed stille 
skarpt på liberalismens primære dilemma. Hvis man lader staten være minimal, kan der risikere at 
opstå økonomiske forskelle, der kan være med til at undertrykke det enkelte individs ret til frihed. 
Den liberale stat – minimalstaten – kan ikke regulere sig ud af problemstillingen uden at bryde 
minimalstatens mest centrale principper. Omvendt kan socialliberalismen ikke se sig fritaget for det 
kritiske syn på regulering fra Nozicks side. Herunder ville Nozick især påpege over for Rawls og 
Mill, at socialliberalismen udelukkende har fokus på den ensidige modtager-etik og derfor glemmer 
ofrene for reguleringen, som ”der bliver taget fra”.  
 
6.4 Delkonklusion til Demokraternes forslag 
Analysen af det demokratiske reformforslag viser, at Demokraterne giver staten lov til at regulere på 
flere områder. Først og fremmest skal der skabes en Public Option, der udbydes af den føderale stat. 
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Denne skal udbydes gennem det føderale, statslige Exchange, som skal bryde monopolet, der er 
opstået på baggrund af de frie markedskræfter. Medicaid-udvidelsen er også udtryk for et større 
statsligt sikkerhedsnet. Desuden skal reformen delvist finansieres gennem en ny føderal skat. Dog er 
Demokraternes forslag forholdsvist forsigtigt, eftersom de ikke vælger at foreslå et universelt, 
offentligt sundhedssystem. Derfor ligger Demokraternes forslag i figurens øverste del med ønsket 
om en større stat (figur 5). At dække folk med foruroligende sygdomshistorier er udtryk for en 
individuel ret til sundhedssikring. Disse individer kommer dog til at indgå i puljer med på papiret 
raske individer, hvorfor sundhedssikring gøres dyrere for den sidstnævnte gruppe, end den kunne 
have været. Samtidig forpligtes alle til at forsikre sig – hvormed raske individer forpligtes til at 
skyde præmiepenge i den fælles pulje. Dette viser fokus på individuelle rettigheder, der sikres 
gennem solidaritet.  
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
  
Figur 5. Dem. – Placering af Demokraternes forslag i forhold 
til de fire teoretikere. 
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7 Den republikanske Common Sense-reform  
Republikanernes reformforslag er et modspil til den demokratiske Pelosi Bill. Republikanernes 
forslag viser en utilfredshed med Pelosi Bill, hvorfor de har opstillet dette alternativ. Ligeledes som i 
kapitel 6 bliver de fire teoretikere brugt til at klargøre pointer i det republikanske reformforslag. 
 
7.1 Kildekritisk tilgang til det republikanske reformforslag 
I analysen af det republikanske forslag har vi valgt at inddrage tre resuméer for på denne måde at få 
belyst vores fokuspunkter bedst muligt. Vi har valgt de tre resuméer som kilder, primært fordi de 
ikke har været så lange og fyldestgørende enkeltvis, men samlet når de rundt omkring essentielle 
punkter i det republikanske forslag til en sundhedsreform. Den republikanske reform er fremstillet 
under navnet The Common Sense Health Care Reform and Affordability Act. 
D. 5. november 2009 udgav den republikanske repræsentant, Dave Camp, et samlet resumé af det ca. 
200 lange sider reformforslag, som Camp selv var sponsor for. Resuméet er vedlagt som bilag 2. 
Offentliggørelsen af dette dokument sker godt og vel en uge efter offentliggørelsen af Pelosi Bill og 
to dage inden afstemningen om Pelosi Bill i Repræsentanternes Hus. Kildens funktionelle værdi er 
normativ, idet den kan give indsigt i de republikanske lovgiveres holdninger til det amerikanske 
sundhedsvæsen. Resuméet er tilgængeligt på den republikanske del af hjemmesiden for 
Repræsentanternes Hus. Derudover konkluderer vi, at kilden er troværdig i forhold til at gengive de 
vigtigste dele af det republikanske alternativ til en demokratisk sundhedsreform. Det er uklart, hvem 
der står som modtager af dette resumé, men det kunne være til brug for republikanske medlemmer i 
Kongressen, da det er mere teknisk end vores anden republikanske empiri.  
Allerede d. 4. november 2009 udgav Republikanerne deres vigtigste pointer til reformforslaget, som 
er gengivet i to korte resuméer, Republicans’ Common-Sense Reforms Will Lower Health Care 
Costs og GOP Health Care Alternative Helps States Reduce Health Care Costs. Disse er vedlagt 
som bilag 3 og 4. Resuméerne blev fundet på John Boehners hjemmeside4, men der står ingen 
direkte afsender på disse resuméer. Vi vurderer, at modtageren i disse resuméer er den republikanske 
vælger, da resuméerne er lagt nemt tilgængeligt ud på Republikanernes hjemmeside under 
kategorien ”sundhed”, og samtidig er det vigtigste skrevet ned på så lidt plads som muligt, så den 
republikanske vælger hurtigt kan orientere sig.  
 
                                                 
4 John Boehner er den republikanske mindretalsleder i Repræsentanternes Hus og co-sponsor for det republikanske 
reformforslag.  
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7.2 Indhold af det republikanske reformforslag 
7.2.1 Republikansk kritik af Pelosi Bill og fremstilling af alternativ 
Forslaget består ifølge Republikanerne af en stor del af finansielle drøftelser, og de mener, at det 
demokratiske forslag snarere er en budgetvedtagelse end en egentlig reformering af 
sundhedssystemet. En opgørelse lavet af Det Republikanske Parti viser, at den demokratiske 
sundhedsreform vil komme til at koste den føderale, amerikanske stat $1,3 billioner, samtidig med at 
Medicaid og Medicare vil forringes (A Tale etc. u.å.). Desuden ser Republikanerne det demokratiske 
forslag som en overdragelse af sundhedssystemet til staten (Boehner 2009). 
Med deres forslag viser Republikanerne visioner for sundhedssystemet i USA. Det er et alternativ, 
som ikke skaber stor gæld i fremtiden til de kommende generationer (Republicans etc. 2009). Ifølge 
Republikanerne er deres plan fleksibel, hvormed beslutninger kan tages, så de tilpasser de enkelte 
staters behov. Republikanerne tror på, at en fremtidig sundhedsreform skal hjælpe delstaterne 
økonomisk, men reformen skal også hjælpe små virksomheder, familier samt afhjælpe stigende 
omkostninger, så de økonomiske udgifter i det amerikanske sundhedssystem nedbringes. 
Republikanernes fokus er derfor lavere omkostninger til forsikringspræmier for børnefamilier og 
små virksomheder. Det skal være muligt for denne befolkningsgruppe at opnå behandling af højt 
kvalificeret sundhedspersonale til en overkommelig forsikringspræmie. Republikanerne mener, at 
dette vil fremme en sund livsstil hos den almene amerikaner (Republicans etc. 2009). Det nævnes 
ikke, hvordan Republikanerne vil finansiere dette.  
 
7.2.2 Formål med Republikanernes reform 
Det vigtigste element i Republikanernes reform er at garantere universel adgang til dækning i 
forsikringsselskaber for alle amerikanere, uanset om det er til raske personer eller nogen med en 
foruroligende sygdomshistorie. Prisen på forsikringer skal nedbringes for alle. Dernæst er det et 
formål i Republikanernes reform at forhindre forsikringsselskaberne i at annullere forsikringspolicer, 
medmindre den forsikrede gør sig skyldig i en form for bedrageri. Den republikanske reform vil 
støtte små virksomheder til at samarbejde med andre virksomheder for at få billigere 
forsikringstilbud (A Tale etc. u.å., 1). For at opmuntre delstaterne til at lave innovative programmer 
belønnes de delstater, som reducerer forsikringspræmierne samt antallet af uforsikrede. Der gives 
mulighed for, at amerikanerne kan købe forsikring på tværs af statsgrænserne og derved opnå den 
forsikring, som passer bedst til den enkelte. Dette vil skabe mere konkurrence forsikringsselskaberne 
imellem (Republicans etc. 2009). Forebyggelse og velvære skal være i centrum, og dette fremmes 
ved at give arbejdsgivere en større fleksibilitet til økonomisk at belønne de  medarbejdere, som 
vælger en sund livsstil. Til sidst vil den republikanske reform sørge for at unge er dækket af deres 
forældres forsikring indtil de bliver 25 år (ibid.). 
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Republikanerne fremhæver, at omkostningerne ved deres forslag er til at betale både for 
befolkningen, staterne og nationen og vil give en reduktion af sundhedsomkostningerne for alle 
amerikanske familier. På et føderalt niveau vil reformen koste $61 milliarder (A Tale etc. u.å., 1).  
Republikanerne fremhæver endvidere, at resultatet ved deres plan er, at ingen vil miste deres job, og 
der vil ikke komme skattestigninger eller nedskæringer i Medicare. Der vil heller ikke blive 
reduceret i fordelene for de 11 millioner amerikanere, som er dækket af Medicare. De ældre kan 
beholde deres hidtidige dækning, hvis de ønsker det. I stedet skal delstaterne have midler til selv at 
sørge for en reform, som passer til den enkelte delstat, så de på deres egne præmisser kan sænke 
sundhedsomkostningerne. Dette bør skabe innovation i de forskellige delstater (ibid.). Medicaid og 
Medicare skal fortsætte uændret, om end effektiviseret, så der ikke sker svind i samme omfang som i 
dag, hvilket koster skatteyderne milliarder af dollars (ibid.). Abort er ikke en del af Republikanernes 
reform, da skatteydernes penge ikke skal gå til frivillig abort.  
  
7.2.3 En økonomisk tilgængelig reform 
Ifølge Republikanerne forudsiger Kongressens Budget Kontor, CBO, at gennemsnittet af 
forsikringspræmierne vil formindskes, hvis man ser det i forhold til de billigste forsikringer under 
den demokratiske reform. Samtidig vurderes forsikringsomkostninger for små virksomheder at falde 
med op til 10%. CBO mener ifølge det republikanske udspil, at Republikanernes reform vil sørge 
for, at det amerikanske underskud aftager med $68 milliarder over det næste årti. Ydermere vil det 
føderale budget sørge for en reduktion af de statslige sundhedsudgifter i to årtier. 
Alt i alt slår Republikanerne på, at deres plan er meget mere enkel og gennemskuelig end den plan, 
som Demokraterne præsenterede i Repræsentanternes Hus. 
 
7.3 Analyse af Republikanernes reform 
7.3.1 Udbud af forsikringer 
Republikanerne vil med deres forslag til en sundhedsreform, The Common Sense Healthcare Reform 
and Affordability Act, ikke tvinge amerikanere til at anskaffe sig en sundhedsforsikring, men de vil 
gennem lovgivning forsøge at gøre det mere attraktivt for amerikanerne at tegne forsikring og for 
forsikringsselskaberne at udbyde forsikringer. Dette ses bl.a. i forslaget om, at forsikringer skal 
kunne udbydes på tværs af delstaterne (Camp 2009, 3). Republikanerne bruger således lovgivningen 
som et instrument til at gøre de frie markedskræfter endnu mere frie. Dette ville socialliberale Mill 
være enig, da han både går ind for et frit marked, men han tillader samtidig også statslig regulering, 
hvis det er gavnligt for individet (Thorsager & Kaspersen 2009, 446). Burke ville også have været 
tilhænger af Republikanernes forslag, fordi han ligeledes går ind for frie markedskræfter (Hansen 
2009, 176-177). Ud fra loven om de utilsigtede konsekvenser ville han dog have været betænkelig 
Side | 41  
 
over for hastigheden i gennemførelsen af denne lovgivning, men i sidste ende måtte den 
gennemføres for samfundsorganismens bedste i forhold til de frie markedskræfter. Samtidig kan 
udviklingen af individets ret medføre flere ting. Under en forøget konkurrence får borgeren bl.a. et 
større udvalg af forsikringer, som skal medføre højere kvalitet og lavere priser. Udviklingen sker i 
god tråd med Rawls’ retfærdighedsteori. Der er tale om, at chanceligheden blandt 
forsikringsselskaberne vil resultere i en forøget kvalitet for de svagere stillede forbrugere (Midtgaard 
2009b, 481). Nozick ville også være glad for denne udvidelse af individets frihedszone, dog er han 
betænkelig ved at bruge staten som instrument (Gregersen 2009, 891). 
Derudover stiller Republikanerne forskellige krav til, hvad sundhedsforsikringer skal indeholde til 
gavn for den forsikrede (GOP etc. 2009, 2). Mills tanker om produktion og distribution er præget af 
hans samtid, der indbefatter industrialiseringen, og en klar skelnen mellem produktion og 
distribution (Thorsager & Kaspersen 2009, 446). I dag, hvor vi lever i et servicesamfund, kan det 
være svært at trække en lige så klar grænse mellem produktion og distribution, idet services ofte 
produceres og distribueres samtidig. Vi tager udgangspunkt i, at en forsikring ”produceres”, når 
ansatte i en forsikringsvirksomhed formulerer krav og indhold i en forsikring. Når forsikringen 
dernæst ”distribueres” ved at tilbyde den til en kunde, så er det ifølge Mill helt legitimt, at staten 
giver forsikringsselskaberne lov til at distribuere forsikringer på tværs af delstaterne. Det er derimod 
ikke legitimt ifølge Mill, at staten blander sig i, hvordan forsikringerne produceres. Vi mener, at 
dette er en indgriben i indholdet. Ikke desto mindre er det, hvad der sker både i det demokratiske og 
det republikanske reformforslag. Omvendt så tillader Mill, at staten kan gå aktivt ind og styre 
udviklingen på visse områder, hvis det er til fælles bedste.  
Umiddelbart går Burke ikke ind for statslig indblanding i den frie markedsøkonomi, men han siger, 
at det er i orden at forandre for at bevare (Qvortrup 2009, 347), og dette gør sig også gældende i det 
republikanske forslag. En udvidelse af forsikringsselskabernes arbejdsområde er en udvidelse mod et 
endnu mere ”frit” marked, end det var tilfældet før.  
Udover regulering af forsikringsbestemmelser så vil Republikanerne også gerne søsætte initiativer, 
der tilskynder den spontane udvikling og en øget opmærksomhed på sundhed i de enkelte stater.  
“[…] health care vary from individual to individual, and from state to state, health 
care reform should increase flexibility for states to develop solutions that fit their 
needs.” (GOP etc. 2009, 1).  
Der er forskellige behov for personer og stater, og Burke ville højst sandsynligt være enig i, at det 
bedste er, at politikerne tilskynder en spontan udvikling i hver enkelt stat frem for, at det styres 
føderalt fra Kongressen (Hansen 2009, 177). Denne tænker ikke på konsekvenserne, og Burke har en 
vision om, at det er lokalsamfundet (i dette tilfælde delstaterne), der så vidt muligt skal tage sig af 
sig selv. Vi ser også den spontane udvikling udtrykt i Republikanernes omtale af deres egen reform, 
som en ”step-by-step” og ”common-sense”-reform (Republicans etc. 2009). Med dette lægger 
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Republikanerne sig op ad Burkes tankegang, og Republikanerne mener derfor ikke, at reformen skal 
være en verdensomvæltning eller en abstrakt idé med dertil utilsigtede konsekvenser. Reformen skal 
derimod gennemføres lidt efter lidt samt være baseret på almindelig sund fornuft – Burke kunne ikke 
være mere enig.  
Republikanerne kritiserer Demokraternes reformforslag, idet Republikanerne frygter, at det ender i 
en statsovertagelse af hele sundhedssystemet. Nozick ville heller ikke bifalde dette resultat, da han 
foretrækker en minimalstat, hvor det er det frie marked, der råder, og ikke en regering, der 
bestemmer. Hvis situationen er, at hele sundhedssystemet ville bryde sammen, medmindre staten 
tager over, så ville Burke sige god for en statsovertagelse (Hansen 2009, 177) – men det må kun 
være en midlertidig overtagelse. En statslig overtagelse ville være i orden med Rawls forudsat, at 
hans to principper om retfærdighed ville blive opfyldt, og den svageste i samfundet dermed ikke 
bliver dårligere stillet (Midtgaard 2009a, 700). Et element i Republikanernes forslag, som Rawls 
ville støtte, er forslaget om, at virksomheder kraftigt skal opfordre ansatte til at forsikre sig. Dette 
skal ske gennem automatisk tilmelding til virksomhedens forsikringsordning, men det er op til 
individet selv at fravælge denne (Camp 2009, 3). Mill ville sige, at dette er godt for almenvellet, 
selvom friheden bliver indskrænket en smule, i og med at forsikring ikke bliver et aktivt tilvalg, men 
et fravalg. Samlet set er sundhedsforsikringer til gavn for den enkelte og i sidste ende samfundet. 
Nozick ville ikke gå ind for dette forslag, da det vil føre til en indskrænkelse af den enkeltes 
frihedsrettigheder (Gregersen 2009, 891-892). 
”House Republicans recognize real solutions start outside the Beltway” 5 (GOP etc. 2009, 1). Alt i 
alt er det meget tydeligt, at Republikanerne ønsker en sundhedsreform, hvor det lægges ud til 
delstaterne at formulere den spontane udvikling, og hvor staten støtter delstaterne. Dette ser vi som 
værende meget i tråd med Burkes tanker, da han ønsker bevarelse og forbedring frem for en total 
nedbrydning efterfulgt af genopbygning (Burke 1790/1969, 106). Samtidig fremlægger 
Republikanerne visse punkter, der kan tolkes som værende ønskværdige for delstaterne at følge. Vi 
ser også udtrykt i Republikanernes forslag, at den føderale stat skal anvendes som værktøj til at nå 
visse velfærdsgoder f.eks. udvidelse af dækning af folk med foruroligende sygdomshistorier. Disse 
velfærdsgoder skal gælde for alle delstater. Dette lægger sig også op ad Mills tanker.    
 
7.3.2 Billigere og nemmere adgang til sygeforsikring 
Et kernepunkt i Republikanernes forslag er, at alle amerikanere bør have råd til en sygeforsikring. 
“Making Health Care Coverage Affordable for Every American”(Camp 2009, 1). Republikanerne 
mener altså, at sygeforsikring er et gode, som alle amerikanere skal have råd til. Sygeforsikring 
betragtes her som et privilegium, som skal kunne vælges til eller fra, som det ønskes. Der er ikke 
nogen af teoretikerne, som her ville være uenige med dette standpunkt. Dog ville Nozick pointere, at 
                                                 
5 “The Beltway” er slang for det politiske system beliggende i Washington D.C. 
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vi er ”separate individer” (Gregersen 2009, 891), som har ret til at følge forskellige mål. Nozick ville 
mene, at denne ret indskrænkes ved, at det er staten, som bestemmer, hvad individet skal og ikke 
skal have lov til. Han ville ydermere pege på, at staten betragter individets liv som et kapløb og sin 
egen rolle som dommeren, der sikrer lige startpositioner (ibid., 898). Republikanerne vil imidlertid 
også udvide adgang til forsikring. Dette sker indirekte ved at sænke priserne, men det skal også ske 
ved reguleringer, som bl.a. vedrører ingen udelukkelse af individet på baggrund af dets 
foruroligende sygdomshistorie, udvidelse af tiden hvor unge er dækket af deres forældres forsikring 
og individets ret til at handle sin sygeforsikring over delstatsgrænser.   
Republikanerne skriver i deres reformforslag, at det ikke skal være muligt for forsikringsselskaber at 
nægte individer med foruroligende sygdomshistorie en forsikring. Ifølge Mill vil der ved en sådan 
udelukkelse være tale om en af markedskræfternes uheldige konsekvenser (Thorsager & Kaspersen 
2009, 446). Mill mener, at det i en sådan situation er statens rolle og regulere sig ud af problemet og 
på den måde sikre en retfærdig behandling af de svageste. Det er derfor i overensstemmelse med 
Mills retfærdighedsteori, når Republikanerne ikke vil tillade forsikringsselskaberne at udelukke 
individer med foruroligende sygdomshistorie. Rawls’ teori, som ligger tæt op ad Mills på dette 
punkt, er også enig med Republikanernes standpunkt. Det, at forsikringsselskaberne udelukker 
svagere stillede grupper er imod Rawls’ retfærdighedsteori. Social ulighed kan ifølge Rawls kun 
retfærdiggøres, hvis det er til fordel for de ”dårligst stillede” (Midtgaard 2009a, 698), hvilket det 
ikke er i dette tilfælde. Ved at staten lovgiver imod en sådan handling, sætter de på dette punkt 
således en kurs, som er meget lig Rawls’ retfærdighedsteori. Tager vi derimod udgangspunkt i 
Nozicks retfærdighedsteori er der her tale om, en fra statens side ensidig modtager-etik (Gregersen 
2009, 898). I forlængelse af Nozicks ide om, at individet har en ukrænkelig frihedszone, må det ikke 
glemmes, at forsikringsselskabernes ret til at distribuere, som de ønsker, overses til fordel for de 
svagere stillede.  
En anden måde at øge adgang til sygesikring er ved at forlænge perioden, hvor unge endnu er 
dækket af forældrenes sundhedsforsikring. At lade unge beholde deres forældres forsikring indtil, de 
er 25 år, er netop en del af Republikanernes forslag. Det er indlysende, at dette forslag ikke er til 
gavn for forældreløse eller unge, hvis forældre er uden sundhedsforsikring. Nozicks teori ville sætte 
spørgsmålstegn ved, hvorfor det lige præcis er unge, der har ret til en sygeordning, og om denne 
omfordeling virkelig er til gavn for de svageste (Gregersen 2009, 898). Rawls og Mill ville være af 
den overbevisning, at det er på sin plads at give unge, som ikke nødvendigvis tjener penge under 
uddannelse, en mulighed for at få en sygeforsikring.  
I det ovenstående har Republikanerne flere holdninger, der peger mod Mills og Rawls’ teorier om 
henholdsvis statens rolle og retfærdighed. Nozicks berettigelsesteori synes ikke her at have megen 
indflydelse på Republikanernes forslag. Et andet af Republikanernes forslag går på at give 
virksomhederne større beføjelser til at belønne ansatte med sunde vaner (Republicans etc. 2009). 
Nozick ville påpege, at staten påtager sig mere ansvar, end den ifølge frihedsteorien er berettiget til, 
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og dette vil krænke individets frihed. Burke var som hovedregel imod statslige indgreb. Dog vil der 
formodentlig være tale om en så simpel reform, at Burke ville bifalde den. 
  
7.3.3 Individ vs. forsikringsselskab 
Republikanerne kalder som tidligere nævnt det demokratiske reformforslag for en government 
takeover plan (Republicans etc. 2009). Det underliggende budskab er, at Demokraternes forslag er 
frihedsberøvende og bureaukratiserende. Staten vil regulere forsikringsplaner samt The Exchange. 
Dog indeholder Republikanernes reformforslag selv et punkt, som hjælper små virksomheder til at 
gå sammen om at forhandle billigere forsikringer til de ansatte. Selvom reguleringen i dette tilfælde 
er ment som et værn for det enkelte individs ret, der ved hjælp af reguleringen skal stilles stærkere 
imod forsikringsselskaberne, så ville Nozick sige, at der fra Republikanernes side er tale om en 
ensidig modtager-etik (Gregersen 2009, 898). Da der er tale om en forøgelse af individets frihed, 
som sker på bekostning af forsikringsselskabernes, kan dette punkt ikke forenes med Nozicks 
frihedsideal. Han vil også sige, at hvis man først starter med at regulere på punkter som dette, så er 
man nødt til at sætte ind med jævne mellemrum, eftersom ulighed vil opstå igen og igen (ibid., 897-
898). Rawls’ teori tillader imidlertid en sådan omfordeling fra statens side, så længe der er tale om, 
at fordelingen sker til fordel for de svageste. Ifølge Mill er dette et eksempel på, at staten varetager 
den svages interesse og beskytter individet imod markedets uheldige konsekvenser. Rawls og Mill 
ville være enige i, at staten regulerer. Burke ville mene, at ”abstrakte rettigheder er fiktion” 
(Qvortrup 2009, 351) og i stedet forholde sig til, om udviklingen er spontan og holdbar.  
 
7.3.4 Ingen skattestigninger 
Republikanerne vil ikke bruge skattestigninger til finansiering af reformen. Nozick og Burke ville 
her være enige, idet de begge er fortalere for, at staten skal spille så lille rolle som muligt, den første 
dog mindre end den anden. Det, at staten ikke griber ind, giver mere plads til individet og markedet. 
Nozick ville dog overordnet set stadig mene, at der er tale om indirekte slaveri, idet staten indkræver 
skattepenge til omfordeling (Thorndal 2009, 612). Nozick mener ikke, at en stat har mulighed for at 
tilgodese alle individers drømme og mål igennem en sådan omfordeling, og derfor er den et brud på 
individets frihedszone. Det ville ifølge Nozick være et eksempel på, at staten bruger individet som et 
middel til at fremme sin egen dagsorden. 
  
7.3.5 Medicaid og Medicare 
Republikanernes liste indeholder et punkt, som indebærer at give Medicaid og Medicare mere 
autoritet, så de bl.a. kan stoppe internt bedrageri. Mills argument ville gå på, at det er til fordel for de 
fleste, hvis der ikke begås bedrag, mens Nozick ville påpege, at individets frihed krænkes ved, at de 
mest velstilledes skattepenge forsvinder ned i lommen på en, som ikke har ret hertil (Thorndal 2009, 
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614). Det nævnes også, at Medicare ikke vil blive beskåret. Dette gavner de pensionister, som er en 
del af denne ordning. Betragter man disse som svagere stillede, er det interessant at se på, hvorfor 
der her ikke skal spares, da Republikanerne på samme tid er modstandere af en udvidelse af 
Medicaid. Vi antager, at dette kan skyldes, at Medicare er brugerbetalt, hvor Medicaid er et 
velfærdsprogram finansieret af både den føderale stat og af delstaterne selv. 
    
7.4  Delkonklusion 
Ud fra foregående analyse af det republikanske reformforslag finder vi flere ting, som er væsentlige 
at fremhæve i forhold til det ideologiske og filosofiske indhold af reformen. Republikanerne vil 
gerne lade små virksomheder gå sammen og forhandle sig frem til én fælles aftale for 
virksomhedernes ansatte. Dette kræver fra virksomhedernes side en vis form for solidaritet. Samtidig 
ønsker de ikke at udelukke individer med foruroligende sygdomshistorier, hvilket ligger nærmere 
individuelle rettigheder. Republikanerne er modstandere af en udvidelse af Medicaid. Dette kan 
tolkes som en meget individualistisk tilgang til sundhedssektoren. Hvis Republikanernes tankegang 
går ud fra Burke, kan den nuværende Medicaid-ordning anskues som, at grænsen for solidaritet fra 
de velståendes side er nået. Eftersom både ”solidaritet” og ”individ” er i fokus, har vi valgt at placere 
Republikanernes reformforslag i midten af den horisontale akse (figur 6). 
Det ses, at Republikanerne giver staten visse beføjelser, men samtidig uddelegerer Republikanerne 
også mere ansvar til de enkelte delstater, end det ses i Demokraternes reformforslag. I forhold til 
finansieringen er det vigtigt for Republikanerne at understrege, at det ikke er føderale skatter, der 
skal finansiere sundhedssektoren. Den tidligere nævnte modstand mod en udvidelse af Medicaid 
bidrager heller ikke til større statslig regulering. Staten får dog lov til at regulere forsikringsudbuddet 
en smule, eksempelvis ved at alle skal kunne tegne en forsikring. Dette forekommer dog ikke i så 
høj grad, som man ser i analysen af det demokratiske reformforslag.  
 
 
 
 
 
 
 
 
 
 
 
 
 
Figur 6. Rep. – placering af Republikanernes forslag i 
forhold til de fire teoretikere og det demokratiske forslag. 
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8 Den Republikanske gengivelse af Pelosi Bill 
I dette kapitel analyseres et republikansk fremstillet dokument, som gengiver den demokratiske 
sundhedsreform. Dette gøres for at se på den republikanske argumentation mod det demokratiske 
reformforslag ud fra en funktionel kildekritisk tilgang og brugen af de filosofiske teoretikere.  
 
8.1 Kildekritisk tilgang til Government Takeover of Health Care 
Kilden Speaker Pelosi’s Health Care Bill: A Government Takeover of Health Care er et resumé af 
den senere vedtagne sundhedsreform i Repræsentanternes Hus, Pelosi Bill. Det er med andre ord en 
gengivelse af Affordable Health Care for America Act, som vi redegjorde for i kapitel 6. Dette 
resumé er dog en del anderledes end det første resumé af Pelosi Bill, eftersom det er gengivet fra 
republikansk side. Resuméet er udgivet af formanden for The House Republican Conference, Mike 
Pence, d. 3. november 2009 – vel at mærke tre dage før, at det republikanske forslag til en 
sundhedsreform blev præsenteret i Kongressen. Resuméet er blevet bragt i Legislative Digest, som 
er et republikansk nyhedsbrev baseret på begivenheder i Repræsentanternes Hus. Resuméet er 
vedlagt som bilag 5. Mike Pence var i øvrigt co-sponsor for det republikanske reformforslag. 
På samme måde som det tidligere referat af Pelosi Bill og Republikanernes eget forslag er der derfor 
tale om en andenhånds- eller måske endda tredjehåndskilde. Sidstnævnte kan forekomme, hvis 
Republikanernes resumé er lavet ud fra et andet resumé af den 2.000 sider lange Pelosi Bill. Alene 
ud fra layoutet kan det ses, at Republikanerne bruger fremhævet skrift (understregning, fed og 
kursiv) til at markere deres vigtigste pointer. Formålet med kilden er derfor ikke nøgternt at gengive 
indholdet af den normative Pelosi Bill. Kilden er derimod deskriptiv og fremhæver de punkter, hvor 
Republikanerne er uenige med de demokratiske holdninger. På denne baggrund kan det konkluderes, 
at kilden ikke er objektiv i samme omfang som Affordable Health Care for America Act og The 
Common Sense Health Care Reform and Affordability Act, da disse deciderede er resuméer af 
lovforslagstekster.   
Ud fra et funktionelt perspektiv vil det derfor ikke være hensigtsmæssigt i første omgang at bruge 
denne kilde til at gengive fakta fra de to reformforslag. Kilden indebærer ikke et reelt forslag til en 
sundhedsreform fra Republikanerne, ligesom gengivelsen af Pelosi Bill ikke er objektiv. Derimod 
fremstiller kilden indirekte Republikanernes syn på de demokratiske lovgiveres tankegang og 
ideologiske standpunkt. Ud fra dette udgangspunkt analyseres kilden ved brug af teoretikerne. Dette 
gøres for at finde ud af, om Republikanerne prøver at få Demokraterne til at modsige sig selv, eller 
om Republikanerne forsøger at promovere deres eget standpunkt og herved deres eget reformforslag.   
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8.2 Indhold af Government Takeover of Health Care Bill 
Resuméets første side giver læseren et hurtigt indblik i den demokratiske reform. I punktform får 
Republikanerne hurtigt fortalt, at den demokratiske sundhedsreform bl.a. vil medføre: Et 
regeringsstyret og bureaukratisk sundhedsvæsen, skattestigninger, forsikringsreguleringer, 
priskontrol, mindre fleksibilitet, udvidelse af Medicaid, fratagelse af individets frie valg og 
prisstigninger på forsikringer (Pence 2009, 1-2). Hertil kommer en kortere beskrivelse af, hvordan 
den demokratiske reform forøger det nationaløkonomiske underskud med mere end $200 milliarder 
(ibid.). Disse punkter bliver uddybet senere i resuméet, hvor der gives belæg for påstandene.  
En sådan begyndelse på resuméet af reformforslaget giver læseren en idé om katastrofale 
konsekvenser ved en vedtaget og implementeret demokratisk sundhedsreform. De nye tiltag, som er 
bag disse konsekvenser, kan ligesom ved analysen af det originale, demokratiske reformforslag og 
det republikanske forslag opdeles med fokus på udbuddet af forsikringer og individets rettigheder. 
 
8.3 Analyse af ”Government Takeover Health Care Bill” 
8.3.1 Bureaukratisering og regulering af forsikringsudbuddet 
Temaet gennem hele resuméet af den republikansk fremstillede udgave af den demokratiske 
sundhedsreform er at vise, hvordan regeringen kommer til at overtage sundhedssystemet. Alene 
Republikanernes kaldenavn for den demokratiske reform government takeover plan vidner om dette. 
Republikanerne dokumenterer bl.a. denne påstand ved at fremstille, at det demokratiske forslag vil 
afskaffe det private forsikringsmarked (Pence 2009, 4). En sådan påstand ville alle vores teoretikere 
så afgjort være imod. I den videre forklaring siger Republikanerne, at den demokratiske reform vil 
frembringe nye reguleringer på alle forsikringsudbud. Dette medvirker, at private forsikringer vil 
blive dårligere stillede i forhold til de statsligt styrede planer oprettet gennem The Exchange. Som 
forkæmpere for de frie markedskræfter ville både Nozick og Burke være imod en sådan regulering. 
Mill ville være betænkelig, idet der reguleres ved produktionen og udbuddet af forsikringen, mens 
Rawls ville godkende reguleringerne med en argumentation om, at det ville være til gavn for de 
svagest stillede. Republikanerne fortæller endvidere, at den demokratiske reform vil give 
bureaukrater adgang til at regulere tilgangen og valg af læge. De mener, at dette vil medføre højere 
omkostninger uden at gøre forsikringer bedre (Pence 2009, 4). Igen ville alle teoretikerne være 
modstandere af den sidstnævnte præmis, der kollektivt vil give alle individer en dårligere 
sundhedsordning. Rawls og Mill kunne være fortalere for en formalisering af forsikringsudbuddet, 
så dette kan være med til at oplyse individet og forbedre dets muligheder for dækning. 
Republikanernes rædselsscenarium om afskaffelse af det private forsikringsmarkedet bliver i første 
omgang udelukkende brugt som et rædselselement, hvorefter de giver sig til at forklare nærmere om 
reformens indhold. I dette skræmmeargument lykkes det ikke Republikanerne at få Demokraterne til 
Side | 48 
 
at fremstå som 100% tilhængere af et statsligt finansieret sundhedssystem, ligesom det heller ikke 
lykkes dem at få Demokraterne til at modsige et socialliberalt standpunkt.  
Endvidere påstår Republikanerne følgende:  
”[…] many may be concerned by what appears to be an attempt by the Democrat 
majority to extract political retribution on health insurance companies for failing 
sufficiently to support their government takeover of health care.”  (Pence 2009, 6-7).  
Republikanerne spiller her først og fremmest på ordene “the Democrat majority”. Dette ligger i 
forlængelse af Burkes og Mills tanker om styreformer. Ifølge Burke må lederen af 
samfundsorganismen kun træffe beslutninger, der kommer samfundsorganismen til gode. Et 
demokratisk flertal, der ”straffer” forsikringsselskaberne i form af afgifter, vil derfor være med til at 
udøve magt over den del af samfundsorganismen, der består af forsikringsbranchen. Dermed ville 
Burke mene, at samfundsorganismen bliver usund. Omvendt kan Mills statslige definition både 
retfærdiggøre og ulovliggøre handlingen af den demokratiske majoritet. Mill er imod et såkaldt 
majoritetstyranni, hvor et lille flertal bestemmer over et forholdsvist stort mindretal. I dette tilfælde 
bestemmer Demokraterne som flertallet over et mindretal bestående af Republikanere og 
forsikringsselskaber. Samtidig går Mill dog ind for, at staten skal beskytte det enkelte individ og 
kompensere for de frie markedskræfter. Hvis man mener, at staten ved hjælp af indskrænkelse af  
forsikringsselskabernes råderum kan beskytte individet, legitimerer dette argument, at det 
demokratiske flertal bestemmer over mindretallet. Med republikanske øjne forbliver dette dog 
udelukkende ”government takeover of health care” jævnfør førnævnte citat. 
Burke advarer iøvrigt mod overbudspolitik, hvor politikere bliver ”…smigere i stedet for lovgivere; 
folkets instrumenter i stedet for dets ledere” (Burke i: Møller 1998, 182). Vi ser, at Republikanerne 
indirekte udtrykker, at Demokraternes forslag til en sundhedsreform indeholder meget smiger og 
fokus på modtageren.  
Republikanerne er også bekymret for finansieringen af den demokratiske sundhedsreform. Deres 
referat præsenterer endnu flere skatter og betalinger til de bureaukratiske instanser, end 
Demokraternes eget resumé af deres reformforslag gjorde. Republikanerne bruger disse tal til at vise, 
hvordan Demokraterne beskriver deres reform som værende overkommelig i pris, men regningen 
sendes stadig kollektivt ud til befolkningen (Pence 2009, 11). Ud fra vores tidligere kildekritiske 
vinkel anskuer vi dette ud fra to sider. Vi antager, at Republikanerne ikke har opfundet og tilføjet 
nye skatter i gengivelsen. Hvis dette dog var tilfældet, ville det være simpelt for Demokraterne vise, 
at Republikanerne ikke havde ret i gengivelsen. Derimod kan det være tilfældet, at Demokraterne 
har udeladt finansieringen i deres eget resumé for at forenkle reformforslaget og gøre det mere 
appellerende for læseren. Denne forklaring bekræfter dog blot Republikanernes påstand om, at 
Demokraterne bureaukratiserer sundhedsvæsnet. På den anden side kan benævnelsen af yderligere 
skatter og afgifter – som måske ikke har yderligere betydning for finansieringen af reformen – være 
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en del af den republikanske, retoriske fremgangsmåde, hvor kritikpunkter som stigende beskatning 
og bureaukratisering fremhæves for at skabe mistillid til det demokratiske reformforslag.  
 
8.3.2 Rettigheder – udvidelser uden fordele 
Som vi så tidligere, er det et vigtigt punkt i rettighedsanskuelsen i Demokraternes reform, at 
forsikringsselskaberne ikke må udelukke individer med foruroligende sygdomshistorier. Ifølge 
Republikanernes resumé af deres eget reformforslag ønsker de også selv at skabe bedre vilkår for 
denne del af befolkningen (Republicans etc. 2009). I denne sammenhæng er det 
bemærkelsesværdigt, at Republikanerne fremhæver dette som et negativt punkt ved den 
demokratiske sundhedsreform (Pence 2009, 3). De mener nemlig, at denne sikring af folk med 
foruroligende sygdomshistorier kan bidrage til højere præmier for alle, hvormed individer og 
virksomheder måske helt vil droppe sundhedsdækninger af økonomiske årsager. Hvis denne påstand 
fra republikansk side er korrekt, får den demokratiske sundhedsreform nogle utilsigtede 
konsekvenser, som på ingen måde er til gavn for individet. Burke ville derfor støtte Republikanernes 
pointe. Eksempelvis kan priserne blive tvunget op for den størstedel, der på papiret har en ikke-
foruroligende sygdomshistorie, når folk med foruroligende sygdomshistorier er nødt til at indgå i de 
samme puljer som forholdsvis raske personer. En sådan argumentation ville være i Burkes ånd og 
samtidig vise, at Demokraterne modsiger et socialliberalt syn på frihed. Alligevel halter 
Republikanernes argumentation på dette punkt, idet de ikke har inddraget, at Demokraterne vil 
pålægge ekstra bøder på borgerens indkomst, hvorfor der indirekte opstår tvang til at forsikre sig. 
Denne tvang opstår, idet valget om ikke at forsikre sig fratages individet. Denne argumentation 
havde Mill også været modstander af (1859/1946, 10).  
Endvidere kritiserer Republikanerne Demokraternes udvidelse af Medicaid til at omfatte 133% af 
Det Føderale Fattigdomsniveau. Republikanerne mener, at man bør være bekymret for denne 
udvidelse, fordi ”a plurality of individuals (44 percent) with incomes between one and two times the 
poverty level have private health insurance;” (Pence 2009, 21, forfatterens egen understregning). 
Republikanerne mener derfor, at udvidelsen af Medicaid vil medføre, at flere vil droppe deres 
private forsikring og lade sig omfatte af det statslige velfærdsprogram. Her er det først og fremmest 
værd at bemærke menneskesynet. Republikanerne tager for givet, at alle dropper deres nuværende 
dækning til fordel for det statslige program. Denne forventning ligger op ad Burkes menneskesyn 
om den ”uregerlige” borger, som staten er nødt til at holde i ave (Hansen 2009, 177) – med andre 
ord tager Republikanerne for givet, at alle borgere vil vælge en statslig løsning, men ved at beholde 
det allerede eksisterende system sikres de frie markedskræfter. Dermed sættes de frie 
markedskræfter måske højere end borgerens ønske. Ved at lade Medicaid forblive på samme niveau 
som nu kan Republikanerne ved hjælp af minimal statsstøtte sikre, at borgeren selv er nødt til at 
kæmpe for sin dækning. Denne del af Republikanernes argumentation synes derfor konservativ. 
Dernæst er det værd at bemærke Republikanernes definition af ”størstedelen” og den måde, hvorpå 
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de leger med tallene for øjnene af læseren. Lad os holde fast i, at Republikanerne skriver, at 
Demokraternes Medicaid-ekspansion ligger til 133% af det føderale fattigdomsniveau. Herefter 
skriver Republikanerne, at størstedelen – vel at mærke 44%, hvis dette kan kategoriseres som ”en 
størstedel” – af alle borgere med indkomster mellem en og to gange det Det Føderale 
Fattigdomsniveau (omregnet mellem 100 og 200%) har en privat forsikring. Ved første øjekast lader 
dette til at være et godt, økonomisk argument for at droppe udvidelsen af Medicaid, men ved 
nærmere gennemgang opdager man, at Republikanernes tal intet siger om, hvilken del af de fattigste 
der står uden forsikring. Deres nøgledokumentation i dette argument falder dermed til jorden, 
eftersom tallene ikke er direkte sammenlignelige.  
En argumentation, der derimod virker, fremkommer, da Republikanerne hiver fat i den ønskede 
demokratiske udvidelse af Medicare. Ifølge Republikanerne vil Demokraterne udvide Medicare til 
også at dække ægtefællen uanset alder (Pence 2009, 18). Republikanerne påstår, at den føderale, 
statslige dækning derfor kommer til at omfatte en stor del af befolkningen (ibid.). Dette bør 
sammenholdes med det, som de tidligere har skrevet om de føderale, statslige omkostninger ved 
Medicare. Ifølge Republikanerne ønsker Demokraterne nemlig at skære i tilbuddene inden for 
Medicare (ibid., 16) Det lykkes Republikanerne at fremstille Demokraternes reform som uholdbar, 
idet der slækkes på ydelser til Medicare og samtidig udvides til den befolkningsgruppe, som den skal 
omfatte (ibid., 18). Samtidig sørger Republikanerne for, at Demokraterne modsiger et 
socialliberalistisk standpunkt. Mill ville nemlig fremme ydelser til ældre med en argumentation om 
at skabe et sikkerhedsnet under den enkelte for at ændre uheldige konsekvenser af de frie 
markedskræfter.  
 
8.3.3 Kritik af Government Takeover of Health Care 
Ligesom i resuméet af deres eget reformudspil formår Republikanerne i dette resumé allerede fra 
begyndelsen at opstille den demokratiske reform som et fuldkomment regeringsstyret 
sundhedsvæsen. Denne parole kører de videre på gennem hele resuméet. Republikanerne fremhæver 
ud fra deres synspunkt de svageste punkter ved det demokratiske reformforslag. De prøver at få 
Demokraterne til at modsige et socialliberalt standpunkt, men grundet socialliberalismens 
hensynstagen til individet i forhold til markedskræfter mener vi ikke, at det lykkes Republikanerne 
helt at overbevise en forholdsvis objektiv læser om skavankerne ved den demokratiske reform. Den 
allerede overbeviste læser og tilhænger af et republikansk standpunkt, mener vi derimod, vil kunne 
nikke genkendende til skræk-argumentationen om den statslige overtagelse af sundhedssektoren. 
Hermed kan det siges, at formålet med dokumentet er at gengive hullerne i den demokratiske reform 
og ikke at opstille et alternativ, om end sidstnævnte kunne have styrket den republikanske 
argumentation.   
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8.4 Delkonklusion 
Den republikanske fremstilling af det demokratiske forslag er loyalt over for idéerne i det 
demokratiske forslag, om end det farves af en fortælling om government takeover plan. Denne 
retoriske fremstillingsform er med til at skabe skrækscenarier hos læseren. Dog låses 
argumentationen fast i den førnævnte parole, idet Republikanerne ikke kommer med noget 
alternativ. Republikanerne forsøger at afspejle Demokraternes reform og fastholder forskellen 
mellem de to partier, om end Republikanerne fremstiller Demokraternes forslag mere statsligt og 
solidarisk orienteret, end Demokraterne selv gør (figur 7). Republikanerne tillægger staten en stor 
rolle i gengivelsen af det demokratiske reformforslag, og Republikanerne viser endvidere, at alle i 
samfundet skal være solidariske over for hinanden.  
 
 
 
 
 
 
 
 
 
  
 
Figur 7. Rep. Dem. – Placering af Republikanernes gengivelse 
af det demokratiske reformforslag i forhold til de fire teoretikere 
og de andre reformforslag. 
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9 Teoriernes paradokser 
I dette kapitel diskuteres svaghederne i teorier, som de kommer til udtryk igennem analysen af 
reformforslagene. Der tages udelukkende udgangspunkt i Mills og Burkes teorier. 
 
9.1 Socialliberalisme – et reelt frihedsideal? 
Som den tidligere analyse af det demokratiske reformforslag har vist, ligger forslaget i høj grad i 
forlængelse af de socialliberale teorier. Nedenfor fremhæves forskellige punkter ved Mills teori med 
henblik på at diskutere den demokratiske reform i forhold til Mills definition af det frie samfund. 
Dette gøres for til slut at vurdere de demokratiske argumenter om valg og frihed. 
 
9.1.1 Statslig regulering ved produktion og distribution 
I vores tidligere redegørelse fremhævede vi et vigtigt skel i Mills teori – nemlig skellet mellem 
produktion og distribution (Thorsager & Kaspersen 2009, 446). Ifølge Mill bør staten ikke lave 
restriktioner inden for produktionen, som skal følge ”den usynlige hånd”, de frie markedskræfter og 
princippet om den private ejendomsret. Anderledes er det inden for distributionen af de producerede 
goder, hvor staten gerne må regulere for at sikre alle samfundets individer.  
Eftersom Mill konstruerede sin teori i en tidsalder med en begyndende industriel æra (Kaspersen 
2009, 324), skal der tages højde for produktionsmåden, hvorpå materiel værdi opstod i denne epoke. 
Mills udgangspunkt var det industrielle samfund, hvor fabriksarbejderen producerede værdi på 
kapitalistens fabrik. Mill anskuede derfor forholdet mellem arbejderen og kapitalisten som, at 
arbejderen blot modtog en subsistensløn til egen overlevelse, mens overskuddet tilfaldt kapitalisten 
(Perregaard 2009, 211-212). I det industrielle samfund er det derfor let at adskille produktion og 
distribution. 
Anderledes er det i det 21. århundredes forsikringsbranche, som er et serviceerhverv, og derfor er det 
også sværere at afgøre ud fra Mills teori, hvornår staten legitimt må regulere forsikringsselskabernes 
rolle, som vi påpegede i analysen af Republikanernes reform. På baggrund af Mills teori anskuer vi 
derfor produktionen som produktudviklingen af forsikringen og distributionen som udbuddet af 
forsikringen. Med Mills teori in mente betyder dette, at staten ikke har lov til at påvirke 
produktionen, men gerne distributionen. 
Idet Demokraterne – og for den sags skyld også Republikanerne – med deres reformforslag kræver, 
at forsikringsselskaberne dækker individer med foruroligende sygdomshistorie (House Committees 
etc. 2009, 1), kommer staten dermed til at regulere for produktionen. Samtidig kræver det 
demokratiske reformforslag også, at man er dækket af sine forældres forsikring frem til sit 26. år. 
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Igen reguleres produktionen, hvilket ikke er legitimt i henhold til Mills fortolkning af de 
menneskelige frihedsrettigheder.  
Desværre giver Demokraterne ingen videre argumentation for påbuddet om, at børn skal være 
dækket af forældrenes forsikring frem til deres 26. år. Det kan tolkes ud fra den socialliberale teori 
om at give alle individer (herunder også unge) lige muligheder til sundhedsdækning. Men samtidig 
kan det også tolkes som værende en konservativ instans, der vægter familiære værdier, hvormed det 
enkelte individ knyttes til familien.  Hermed kan dette påbud både tolkes ud fra et socialliberalistisk 
og konservativt perspektiv. 
 
9.1.2  Socialliberalismens paradoks 
Det er endvidere værd at se nærmere på Mills definition af et frit samfund for at sammenligne med 
den demokratiske reforms argumentation om at fremme det frie valg. Mill karakteriserer som 
tidligere nævnt det frie samfund ud fra tre faktorer: Tankens, smagens og handlingens frihed. Et 
samfund uden disse tre faktorer kan ikke karakteriseres som frit (Mill 1859/1946, 10).  
En vigtig del af Demokraternes forslag er som tidligere nævnt pligten til, at alle individer forsikrer 
sig. Med denne pligt har Demokraterne lavet restriktioner på et område, så individet ikke længere 
kan fravælge forsikring uden at komme til at betale en ekstra afgift. Dermed er der lagt hånd på den 
tredje frihedsfaktor: Handlingens frihed. Mill mener, at individets handlingsfrihed kun er begrænset 
til ikke at udøve magt over andre individers frie handlinger (Mill 1859/1946, 92). Dog ville Mill 
understrege, at hvis en statslig regulering er med til at fremme det enkelte individs samlede frihed 
ved at indskrænke handlingens frihed, kan dette legitimeres, idet lighed i et vist omfang vil medføre 
et lige udgangspunkt for frihed. Vi sætter dog spørgsmålstegn ved, om det er muligt at bruge Mills 
definition af frihed ud fra de tre faktorer, hvis man samtidig begrænser den ene faktor fuldstændigt.  
Hermed er grobunden for socialliberalismens – og dermed også Mills – paradoks formuleret. Hvis 
man skal anse den demokratiske sundhedsreform som værende frihedsskabende, kræver det først og 
fremmest enighed om, at lighed er en forudsætning for et frit samfund, og at denne forudsætning er 
vigtigere end de tre faktorer. Hvis der ikke kan skabes enighed, forbryder teorien sig på tankens 
frihed, hvormed lighed ikke er frihedsskabende, men en hæmsko for individet. Med Mills eget ord 
vil der dermed være tale om ”majoritetstyranni” i forhold til meningsdannelse og tankens frihed. 
I forhold til det demokratiske reformforslag er man i samfundet nødt til på forhånd at blive enige 
om, hvilke restriktioner der er alment prisværdige. Hvis samfundet i realsituationen kan blive enige 
om, at det er en fordel for alle at betale mere i skat for eksempelvis at få udbudt en Public Option 
eller lave en udvidelse af Medicaid, så er restriktionen af handlingens frihed legitim. Men hvis 
samfundet ikke kan nå til enighed om, hvad der er prisværdigt i forhold til skatter og/eller afgifter og 
sociale goder, falder det uden for karakteristikken af handlingens frihed og ender ud i at være 
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majoritetstyranni over det enkelte individ. Med andre ord: I det øjeblik sundhedsdækning gøres til 
tvang, gøres det ud fra forestillingen om, at sundhedsdækning enten er en rettighed, der må sikres for 
enhver pris, eller at sundhedsdækning er et privilegium, der vil blive fundet alment ønskværdigt at 
udbrede i alle dele af samfundet. 
 
9.1.3 Delkonklusion 
Sammenlignet med Mills definition på frihed overtræder den demokratiske sundhedsreform med 
sine restriktioner og reguleringer visse dele af den individuelle frihed – herunder de to faktorer 
tankens og handlingens frihed. Sammenligningen viser dog også, at det ikke kun er i Demokraternes 
sundhedsreform, at forholdet mellem statslig regulering og frihed er en hårfin grænse. Dette 
paradoks er også at finde i Mills teori.  
 
9.2  Naturlig ulighed i den sunde samfundsorganisme? 
I dette afsnit tages der udgangspunkt i Burkes definition af en sund samfundsorganisme, som 
sammenholdes med det republikanske reformforslag. Endvidere diskuteres den sunde 
samfundsorganisme i forhold til lighed og ulighed.  
 
9.2.1 Den sunde samfundsorganisme 
Som tidligere nævnt mener Burke, at der findes en samfundsorganisme, som de enkelte individer er 
en del af. Hermed bliver samfundsorganismen en helhed, der går ud over de enkelte individer 
(Hansen 2009, 176). For Burke er det vigtigt, at samfundsorganismen er sund, hvis der ikke skal 
forekomme revolutioner. Dette argumenterer han især for på to områder. Det første område 
omhandler hans ønske om en enevældig styreform, der samtidig ikke må undertrykke nogen grupper 
af samfundsorganismen (ibid., 172). Det andet område er hans argumentation for, at de rigeste 
samfundslag skal hjælpe de ringest stillede samfundslag (ibid., 176).  
Den sidstnævnte af Burkes to pointer er essentiel set i forhold til indretningen af et sundhedsvæsen. 
Der vil altid være udgifter forbundet med behandlingskrævende sygdomstilfælde. Spørgsmålet er 
derfor, hvor meget staten må bidrage til økonomisk støtte og subsidier til sundhedsordninger for den 
svageste del af samfundet for, at Burke ville kategorisere samfundsorganismen som sund. Eftersom 
Burke ikke opstiller et absolut skel, som vi kan forholde os til, opfatter vi denne grænse som relativ 
og dermed afhængig af de givne samfundsforhold.  
Idet denne grænse er relativ i forhold til de givne samfundsforhold opstår spørgsmålet om, hvorvidt 
man overhovedet kan karakterisere en samfundsorganisme som sund, så længe der eksisterer 
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ulighed. Overført til sundhedssystemet lyder spørgsmålet, om man kan tale om en sund 
samfundsorganisme, hvis ikke alle har samme adgang til sundhedsdækning. Ingen af disse 
spørgsmål kan Burkes konservatisme svare på direkte uden at henvise til det allerede eksisterende 
samfundshierarki. Burke er af den opfattelse, at man gennem bibeholdelsen af samfundshierarkiet 
kan sikre samfundets værdier, normer og traditioner (Hansen 2009, 177). Burke mener dermed, at 
den sunde samfundsorganisme er bygget på ulighed. Herudfra anskuer vi Burkes sunde 
samfundsorganisme ikke blot som en kontrakt mellem et fortidigt, nutidigt og fremtidigt folk, men 
også som en kontrakt mellem de enkelte samfundslag. Ud fra denne opfattelse kræver denne 
kontrakt, at alle samfundslag kan acceptere det eksisterende samfundshierarki. Man er derfor nødt til 
at sætte sig ud over sin egen situation og fokusere på, hvad der er til samfundsorganismens bedste. I 
forhold til et sundhedsvæsen er det svagest stillede individ, der ikke er omfattet af Medicaid, nødt til 
at acceptere sin manglende dækning med argumentationen, at det er for samfundsorganismens 
bedste. 
Igen er Burkes syn på samfundet som en organisme, der går ud over det enkelte individ, 
understreget. Vi mener, at Burke negligerer det individuelle standpunkt, der kommer til udtryk ved 
det individuelle ønske om sikkerhed i form af sundhedsdækning. Det lader derfor ved første øjekast 
til, at Burkes samfundsorganisme udelukkende kan være sund, hvis alle har lige adgang til 
sundhedsdækning. Men hvis lighed i sundhedssystemet blot er svaret på spørgsmålet om en egentlig 
sund samfundsorganisme i Burkes forstand, glemmer man at tage udgangspunkt i det samfundslag, 
som kommer til at finansiere størstedelen af reformen. Ifølge Hansen skriver Burke: ”Politisk lighed 
er imod naturen, social lighed er mod naturen, økonomisk lighed er mod naturen. Selve ideen om 
lighed undergraver samfundsordnen.” (2009, 180). Hvis sundhedssystemet i høj grad vil blive 
finansieret af skatter og afgifter, kommer den velstillede til at arbejde for andre end sig selv. 
Eftersom dette ligger ud over, hvad statens ledere ifølge Burke har beføjelse til at gøre, ligger dette 
op af ”embedsmisbrug”, hvormed den velstillede har lov til at gøre oprør (Burke 1790/1969, 99). 
Som vist i analysen har Republikanernes, såvel som Demokraternes, forslag fokus på modtageren. 
Vi antager, at dette hænger sammen med, at sundhedsreformen er et lovforslag, som skal 
promoveres på omfordelingen af de sociale goder og ikke finansieringen. I praksis mener vi dog, at 
en sund samfundsorganisme kræver en overenskomst. En sådan overenskomst kræver enighed fra 
alle samfundslag, og spørgsmålet er, om man kan indrette et socialsystem, herunder sundhedsvæsen, 
der gavner den svagest stillede i form af ydelser og den velstillede ved ikke at fratage ham sin 
fortjeneste ved skatter og afgifter. Konsekvensen af Burkes teori om den sunde samfundsorganisme 
vil endvidere være, at der ved overenskomsten oprettes et stavnsbånd mellem den svagest stillede og 
den velstillede. Man må også nå til enighed om, hvilke goder der er ønskværdige i samfundet. I 
forhold til sundhedssektoren er samfundsorganismen nødt til at komme overens i forhold til at 
vurdere, om sundhedsdækning er en ret, et privilegium eller et ønskværdigt privilegium. 
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9.2.2 Delkonklusion 
Burkes definition på den sunde samfundsorganisme viser sig at bygge på en kontrakt mellem 
samfundslag, som først og fremmest kræver enighed om, hvordan man bør anskue sociale goder, 
herunder adgang til sundhedsdækning, og for det andet kræver, at der opnås enighed om at 
opretholde den allerede eksisterende samfundsorden. I praksis vil en sund samfundsorganisme dog 
have brug for statslig omfordeling, subsidier, for at samfundsorganismen ikke skal knække over.   
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10  Sundhed som ret eller privilegium? 
I analysen har vi påvist, at både Demokraterne og Republikanerne vil ændre på det amerikanske 
sundhedssystem, men de vil også gøre det på hver deres måde. Vi mener, at deres tilgang til en 
sundhedsreform, hver især er bundet til opfattelsen af sundhed som enten en ret eller et privilegium, 
og dermed afspejler lovforslagene, hvorvidt retten skal håndhæves, eller privilegiet skal gøres 
opnåeligt. Denne opfattelse diskuteres i dette kapitel.  
 
10.1 Sundhed som ret 
Ud fra Demokraternes reformforslag tolker vi, at de anser sundhed som en ret, og denne skal 
håndhæves igennem en reform. Dette kommer bl.a. til udtryk i forslaget om, at alle amerikanere skal 
have adgang til en sundhedsforsikring – og i deres stræben efter denne universelle adgang til 
forsikring, vil Demokraterne have, at alle skal forpligtes til at købe en sundhedsforsikring. Dette kan 
så diskuteres, om det egentlig er en håndhævelse af en rettighed, eller om der er tale om decideret 
tvang. Vi ser nemlig en ret, som noget man kan gøre krav på, hvis man vil, eller man kan lade være, 
og alle er ligestillede på dette punkt. Dette definerer vi som, at man kan gøre brug af en rettighed – 
eksempelvis ytringsfrihed – mens man i det demokratiske reformforslag skal forsikre sig. Mill 
mener, at mennesket har nogle basale rettigheder, som vi tidligere har redegjort for. Han udtrykker 
ikke eksplicit sundhed som en rettighed. Vi mener alligevel, at han ville være fortaler for dette, fordi 
sundhedsdækning vil hæve eksistensminimummet for individet, fordi det kan føle sig sikkert. I det 
øjeblik at man tager højde for almenvellet, kan sundhed påtvinges, for at staten kan sikre folket og 
dermed opretholde samfundet. Mill ville dog foretrække sundhed som en ret for ikke at slække på 
handlingens frihed. Rawls ville med sit tankeeksperiment også mene, at sundhed skal være en ret, 
fordi man således er sikret dette, når man kommer ud af uvidenhedens slør. Det er endda muligt, at 
Rawls ville foretrække sundhed som tvang, for at alle er stillet mest lige fra starten af. Dette ligger i 
forlængelse af vores placering af ham som værende solidarisk frem for individuelt indstillet. 
Konsekvensen af tankeeksperimentet bliver, at alle er solidariske med hinanden og derfor accepterer 
tvangen til at forsikre sig.   
Demokraterne giver ikke nogen eksplicit begrundelse for, hvorfor det ifølge deres lovforslag skal 
være lovpligtigt at have en sundhedsforsikring. På den ene side er det muligt, at Demokraterne 
ønsker at sikre folkets rettigheder gennem tvang af ideologiske årsager, som vi har diskuteret 
ovenfor, men vi ser også en anden mulighed. Ved denne anskuer Demokraterne også sundhed som 
en ret, som folket skal sikres, men for at dette praktisk kan lade sig gøre, så er alle folk nødt til at 
bidrage økonomisk, og ikke kun dem, der forventer at gøre brug af systemet. Sidstnævnte vil 
økonomisk set ikke kunne løbe rundt. Med indførelsen af et solidaritetsprincip er alle lige stillet, og 
alle har således også lige meget frihed. 
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10.2 Sundhed som et privilegium 
I et tv-indslag fra Horisont på DR1 (Harder 2009, 4:51) taler en journalist med en republikansk 
amerikaner. Han og hele hans familie har sygeforsikringer, men det er efter eget valg – og sådan 
mener han, at det skal blive ved med at være. Ifølge denne amerikaner – og også hvad vi kan tolke 
ud fra det republikanske forslag, så skal det være op til den enkelte, om vedkommende vil forsikre 
sig eller løbe den risiko, det er at leve uden en forsikring. I tv-indslaget drages der en parallel 
mellem sundhedsforsikring og brandforsikring, da det på interviewtidspunktet var op til den enkelte 
amerikaner, hvorvidt han ønskede at tegne en sundheds- eller brandforsikring. Det var dermed op til 
den enkelte, om han eller hun ville løbe risikoen for sygdom eller brand og i sidste ende risiko for 
personlig konkurs. Pointen fra den republikanske amerikaners side er imidlertid, at det ikke kan være 
rimeligt, at det er staten, der skal betale for skader, som følge af sygdom og brand, fordi den ramte 
person troede, at sådanne ting kun ville ske for naboen og ikke for ham selv. ”Nowhere in the 
constitution does it say that we have a right to good health, because what our constitution wants us 
to strive for is personal responsibility”, sagde en kvindelig deltager til et debatmøde om 
sundhedsreformen (Sharon Smith I: Harder 2009, 19:01). Sundhed er den enkeltes ansvar, og det er 
ikke op til staten at sikre dette som en rettighed. Nozick er helt enig i denne tankegang, da han ser 
alle mennesker som værende inde i hver sin frihedszone (Gregersen 2009, 891). Inde i denne boble 
har man ret til at gøre, hvad man vil – så længe man ikke kolliderer med andres frihedszoner og vice 
versa. Dette illustreres også i et kendt amerikansk udtryk: ”The right to swing my fist ends where the 
other man’s nose begins” (Oliver Wendell Holmes i: Thinkexist.com u.å.). Ifølge Nozick er statens 
eneste funktion at undgå, at frihedszonerne bliver overtrådt, og spørgsmålet er derfor nu; kan en 
persons helbred begrænse en andens frihedszone? Nej, ville Nozick sige, og derfor skal staten heller 
ikke blande sig i folks helbred og bestemme om hvorvidt, der skal tegnes sundhedsforsikringer eller 
ej. Sundhed er derimod et privilegium, som hver person kan opnå inden for sin frihedszone – hvis 
vedkommende vel at mærke selv ønsker det. Dog er nogle personer bedre stillet i forhold til at opnå 
dette privilegium. 
 
10.3 Sundhed som et ønskværdigt privilegium  
”What is the use of discussing a man’s abstract right to food or to medicine? The question is 
upon the method of procuring and administering them. In that deliberation I shall always 
advise to call in the aid of the farmer and the physician rather than the professor of 
metaphysics.” (Burke 1790/1969, 151-152). 
Burke tager på forhånd afstand fra at tale om, hvorvidt sundhed er en rettighed eller ej, da han som 
tidligere nævnt ikke er tilhænger af abstrakte idéer såsom rettigheder. Burke mener i stedet, at der 
skal handles frem for at filosofere. Selvom dette er abstrakte tanker i sig selv, ville Burke til dels 
være enig med Nozick om, at sundhed ikke er statens opgave, da der skal være grænser for, hvor 
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meget staten skal bestemme, fordi ”Når man har ret til alt, vil menneskene have alt, men det er ikke 
regeringens formål at opfylde dette krav.” (Møller 1998, 178). Dermed ville Burke ikke anskue 
sundhedsdækning som en ret. Eftersom han er fortaler for et naturligt hierarki, vurderer vi, at Burke 
ville anskue sundhed som værende et privilegium. Grundet hans tanke om samfundsorganismen og 
dennes velvære er sundhedsdækning dog nødt til at blive opprioriteret, hvorved sundhed vil være i 
almenvellets interesse, og fordi vi har et socialt ansvar. Derved bliver sundhed et ønskværdigt 
privilegium. ”Det er regeringens og statens opgave at varetage de fornødne forandringer til gavn for 
alle i samfundet.” (ibid.). Det er i orden, at staten foretager mindre forandringer, hvis det fremmer 
sundhed eller muligheden for sundhed, men det er som nævnt ikke noget, individet har ret til eller 
kan kræve. Derfor mener vi, at sundhed ifølge konservatismen og Burke er et ønskværdigt 
privilegium, idet mulighederne for at opnå privilegiet ønskes forbedret, så det kan udbredes til flere. 
Privilegiet får således en højere prioritet end andre privilegier. I yderste tilfælde vil ”sundhed som 
tvang” kunne legitimeres, hvis dette er nødvendigt for at holde sammen på samfundsorganismen. 
Denne opfattelse af sundhed som et ønskværdigt privilegium ser vi gøre sig gældende i det 
republikanske reformforslag, hvor der fremsættes initiativer, der skal gøre det nemmere at anskaffe 
en sundhedsforsikring. Republikanerne vil blandt andet gøre det muligt for alle at kunne tegne en 
sundhedsforsikring, uanset hvilken sygdomshistorie man måtte have – men de vil ikke tvinge nogen 
til at købe en forsikring, sådan som Demokraterne foreslår. Vi ser også, at Republikanerne 
anerkender folkets sociale ansvar, idet Republikanerne ønsker, at børn op til 25 år skal være dækket 
af forældrenes forsikringer. Denne holdning ses også i Republikanernes forhold til Medicaid og 
Medicare. Republikanerne er imod en udvidelse af Medicaid, men ønsker ikke en afskaffelse heraf. 
På samme måde er de fortalere for Medicare, som skal dække de ældre, der grundet deres alder ikke 
har samme mulighed som unge for at deltage aktivt på arbejdsmarkedet og blive forsikret 
herigennem.    
Både Republikanerne, Burke og Nozick ville kritisere Demokraternes indirekte solidaritetsprincip 
om, at alle skal være med til at betale. Ifølge Nozicks overdragelsesprincip går det ud over individets 
frihed, hvis man skal være solidarisk mod sin vilje. Vi mener, at Republikanerne til dels vil støtte 
denne holdning, men de er dog også enige med Burke om, at vi i samfundet har et socialt ansvar. Det 
er i orden at hjælpe fattige og ældre mennesker gennem Medicaid og Medicare, mens resten af 
befolkningen skal have sundhedsdækning som et ønskværdigt privilegium, som den enkelte kan 
have forøget mulighed for at indfri eller ej.  
 
10.4 Delkonklusion 
Hvorvidt sundhed er en ret, et privilegium eller et ønskværdigt privilegium, er en individuel 
holdning, der afhænger af flere faktorer. Demokraterne anser sundhed som værende en ret, og denne 
ret ønsker de at sikre igennem love og dermed tvang. Samtidig er befolkningens sundhed i 
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samfundets interesse, og når befolkningen underlægger sig en samfundskontrakt, sker det på 
bekostning af den personlige frihed. Republikanernes forslag lægger op til, at sundhed er et 
privilegium, som staten kan gøre mere opnåeligt, men det er op til den enkelte person i sidste ende at 
afgøre, hvorvidt han eller hun vil gøre brug af dette privilegium. I og med at Republikanernes 
forslag ønsker at fremme sundhed som et privilegium, vil vi betegne Republikanernes holdning til 
sundhed, som et ønskværdigt privilegium. De stiller sig ikke helt neutrale til den enkeltes ansvar, 
men samtidig tvinger Republikanerne ikke den enkelte til noget.  
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11  Konklusion 
Vi startede med en undren over, hvorfor vedtagelsen af en sundhedsreform i USA mødte så meget 
modstand fra Republikanernes side. Efter at have hørt Barack Obama udtale, at der var nogle 
filosofiske uenigheder imellem Demokraterne og Republikanerne, fik vi lyst til at undersøge, om der 
kunne være en sammenhæng mellem Republikanernes og Demokraternes filosofiske 
grundholdninger og deres uenighed om sundhedssystemets omstrukturering.  
Vi ser ikke en direkte sammenhæng mellem de to partiers filosofiske grundholdninger udtrykt i 
reformforslagene og deres uenighed vedrørende omstruktureringen af det amerikanske 
sundhedssystem. Dette udleder vi, eftersom de to reformforslag placerer sig forholdsvis tæt på 
hinanden og ikke i umiddelbar nærhed af vores teoretikere (figur 8, næste side). Demokraternes 
reformforslag placerer sig omkring Mills og Rawls’ synspunkter vedrørende statslig indblanding, 
men på spørgsmålet om fokus på individuelle eller solidariske rettigheder placerer Demokraternes 
forslag sig næsten midt imellem Mill og Rawls, dog med en hældning mod Rawls. Hvis 
Demokraternes filosofiske grundlag er inspireret af både Mill og Rawls, så passer deres forslag til en 
sundhedsreform ideologisk og filosofisk set godt. Hvis Demokraterne i højere grad er inspireret af 
Mill, så rammer deres forslag noget ved siden af deres filosofiske grundholdninger. Republikanerne 
placerer sig ikke i umiddelbar nærhed af Burke – eller Nozick for den sags skyld – hverken hvad 
angår graden af statslig indblanding, eller hvorvidt fokus skal ligge på solidariteten eller individet. 
Demokraternes placering baseres på, at der i deres reformforslag er flere reguleringer, som medfører 
en større stat, herunder punktet om udvidelsen af Medicaid. Dette er samtidig med til at placere dem 
længere til højre på den horisontale akse eksempelvis i forhold til Mill, da dette kan tolkes som en 
solidarisk holdning, at de bedre stillede skal være med til at finansiere de dårligere stilledes 
sygeforsikring. Vi har i analysen placeret Republikanernes reformforslag i midten på den horisontale 
akse på baggrund af et dobbeltsidigt fokus på henholdsvis individet og solidaritet. Dette er baseret på 
bl.a. Republikanernes stillingtagen til punktet om foruroligende sygdomshistorier, hvor de er 
solidariske i den forstand, at de mener, at amerikanere, som har foruroligende sygdomshistorier, ikke 
må nægtes en sygeforsikring. På den anden side har vi også set Republikanerne forsvare et 
standpunkt med udgangspunkt i individet ved, at de er modstandere af en udvidelse af Medicaid. 
Herved er der fokus både på den allersvageste ved bibeholdelsen af Medicaid og fokus på den 
stærkeste, der ikke skal bidrage yderligere til finansieringen af Medicaid. Republikanernes 
reformforslag udtrykker også et ønske om mindre statslig indblanding i forhold til Demokraternes 
forslag. Republikanernes forslag tilskynder i stedet en mere spontan udvikling i de enkelte delstater, 
og derfor er Republikanernes forslag placeret med en hældning mod ”ikke-stat”. I Republikanernes 
fremstilling af Demokraternes reformforslag ser vi, hvordan Demokraternes forslag blev fremstillet 
som værende en government takeover plan med stor statslig indflydelse og et krav om solidaritet. I 
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forhold til hinanden placerer Republikanerne og Demokraternes forslag sig tættere på hinanden end 
forventet, og reelt set er det graden af statslig indblanding, der skiller de to partier ad. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Forholder man sig til reformforslagenes placering på x-aksen, giver det ikke grundlag for, at 
uenigheden mellem partierne omhandler individuelle eller solidariske rettigheder. På y-aksen er der 
derimod større afstand mellem de to partiers forslag, hvorved vi vurderer, at den reelle uenighed 
kunne ligge i spørgsmålet om statens indflydelse. Der er altså tale om, at uenigheden kan bestå i en 
filosofisk uenighed om, hvor stor en rolle staten skal spille. En anden iagttagelse, der er værd at 
bemærke, er, at Republikanernes gengivelse af Demokraternes forslag er placeret langt fra 
Demokraternes eget forslag. Dette kan skyldes flere ting. Et eksempel på Republikanernes skepsis 
over for det demokratiske reformforslag kan være, at Republikanerne ønsker mange af de samme 
ændringer, men ikke en finansieringsmetode, som er afhængig af en stærk, føderal stat. En anden 
forklaring kan være, at Republikanerne ønsker at male et mere karikeret billede af Demokraternes 
forslag, således at det vil komme til at repræsentere værdier, som er mere socialistiske, end tilfældet 
er. Tages der udgangspunkt i Fugledes udsagn om, at alle partier i amerikansk politik er ”klassisk 
liberale” (2008, 60), vil Republikanernes fremstilling af Demokraternes forslag skubbe forslaget ud 
på et sidespor i kampen om den brede skare af midtervælgere. Disse forklaringsmuligheder har vi 
ikke mulighed for at sige noget om med sikkerhed, eftersom det ikke er projektets 
undersøgelsesområde. 
Vi mener at kunne se i diskussionen, at Demokraternes reformforslag er udtryk for holdningen om 
sundhedsdækning som en rettighed, der skal sikres med tvang og solidaritet. På samme måde 
kommer det til udtryk i Republikanernes reform, at de anskuer adgang til sundhedsdækning som et 
ønskværdigt privilegium, der bl.a. er nødvendigt for at holde sammen på samfundsorganismen. Dette 
kan hænge sammen med diskussionen af den socialliberale og konservative ideologi. 
Figur 8. Placering af alle teoretikere og alle reformforslag i figuren. 
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Socialliberalismen ser lighed som udgangspunktet for frihed, men tillader alligevel ulighed. 
Konservatismen ønsker en sund samfundsorganisme, men spørgsmålet er, om denne kan 
forekomme, så længe ulighed eksisterer.  
Som nævnt ligger Demokraternes og Republikanernes forslag til en sundhedsreform tættere på 
hinanden end forventet. I Republikanernes fremstilling af Demokraternes reform placeres 
Demokraterne langt væk fra Republikanernes og Demokraternes egne forslag, og dermed vurderer 
vi, at det kan være, at det ikke kun er filosofiske grundholdninger, der ligger til grund for 
uenigheden, men i stedet andre faktorer, der gør sig gældende. Disse faktorer har vi ikke mulighed 
for at sige noget om, eftersom det ikke er projektets undersøgelsesområde. En oplagt faktor ville dog 
være det magtspil, der foregår i praktisk politik. Hvorom alt er, sætter vores konklusion også 
problemfeltet i et nyt lys. Den store debat om struktureringen af det amerikanske sundhedsvæsen er 
ikke blot en ”legitimate philosophical disagreement”, som Obama udtrykte det i pausen ved 
Bipartisan Meeting. Måske har Burke ret, når han siger, at ”mennesket handler ud fra adækvate 
motiver i overensstemmelse med dets interesser; og ikke ud fra metafysiske spekulationer.” (Burke 
i: Møller 1998, 173)? 
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12  Perspektivering 
Vores resultat af analysen og diskussionen har dermed opstillet et nyt problem, der er værd at 
undersøge, hvis man ønsker at afdække hele uenigheden frem til vedtagelsen ved afstemningen om 
sundhedsreformen i Repræsentanternes Hus, d. 21. marts 2010. Der findes en sammenhæng mellem 
den filosofiske grundholdning udtrykt i reformforslagene og den praktiske, politiske fremgangsmåde 
i holdningerne til sundhedsreformen, men denne er nødvendigvis ikke hele svaret. I denne 
forbindelse kunne det være interessant at se på, hvor den endeligt vedtagne sundhedsreform kom til 
at ligge. 
Vi har valgt en definition af politik, der lægger vægt på fordelingen af knappe goder, men en anden 
definition kunne lægge fokus på partiernes magtkampe. En sådan definition ville få konsekvenser for 
det teoretiske og empiriske grundlag. Det teoretiske grundlag ville i stedet bygge på teorier, der kan 
forklare partiers adfærd i forhold til vælgerne – især inden for det amerikanske to-partisystem med 
deres bredt formulerede partiprogrammer. Disse lægger nemlig op til, at der findes mange 
forskellige holdninger inden for samme parti, ligesom der kan findes et vist overlap af politiske 
holdninger mellem de to partier (Sunesen 2007, 30), og dermed kæmper partierne om den brede 
skare af midtervælgere, ligesom vores nuværende undersøgelse har vist. 
Vores empiriske valg af reformforslag har gjort, at vi eksempelvis ikke har analyseret 
mediedækningen af sundhedsreformen, hvor hvert enkelt medie ville have haft sin dagsorden for 
rapporteringen af forløbet for vedtagelsen af reformen. I Republikanernes fremstilling af Pelosi Bill 
kan man se propagandistiske formuleringer, der forsøger at skabe et skrækscenarium om 
Demokraternes government takeover reform, men dette dokument er også det eneste af vores 
primære litteratur, der udelukkende fremstiller en sådan tendens. På baggrund af vores teoretiske 
valg har vi analyseret dette dokument på næsten samme vis som det demokratiske og republikanske 
reformforslag, men en dyberegående argumentationsanalyse med fokus på ordvalg og retorik kunne 
have været berettiget, hvis vi definerede politik som værende et magtspil. Dette ville også have 
krævet en anden teoretisk tilgang, der skulle undersøge brugen af retorik i forhold til opbakning af 
sundhedsreformen. Som eksempler herpå kan nævnes politisk spilteori eller argumentationsanalyse, 
men ved ændring af det teoretiske og/eller empiriske grundlag ville en anden konklusion også være 
nået. Vi kan selvfølgelig kun gisne om denne, men en sådan undersøgelse kunne skabe et mere 
nuanceret billede af, hvilken sammenhæng den filosofiske grundholdning egentligt spiller i forhold 
til Republikanernes og Demokraternes uenighed om omstruktureringen af sundhedssystemet. 
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13  Projektforløbsbeskrivelse 
Vi lagde ud med at ville undersøge, groft sagt, hvorfor amerikanerne var så ”mærkelige”, at de ikke 
ville have et sundhedssystem, som vi i Danmark anser som værende naturligt. Vi startede derfor med 
at ville undersøge, hvorvidt den amerikanske mentalitet og ”den amerikanske drøm” var en 
medvirkende faktor til uenigheden og debatten om en sundhedsreform. Efter en forelæsning om 
begrebshistorie i grundkurset ”Historie og kultur”, hvor forelæseren fremlagde, at det ikke gav 
nogen mening at tale om mentalitet, fordi det er et udefra kommende begreb, som man kan komme 
til at tillægge for meget betydning. Vi besluttede os herefter for at undersøge, om der kunne være en 
mere filosofisk vinkel på sundhedsreformsdebatten.  
Igennem projektforløbet har vi været gode til at bruge de erkendelser, som vi har medbragt fra første 
semester. Vi har været forholdsvis gode til at overholde tidsfrister og arbejdsplan, fordi det, havde 
enkelte af gruppens medlemmer erfaret gennem første semesters projekt, var nødvendigt. Dette har 
også gjort, at vi har været bedre til at komme i gang med at skrive tidligt i processen frem for at 
gemme det til den sidste måned. Vi har også brugt figurer til at opnå erkendelse, og det har været 
udbytterigt i forhold til, at vi i det hele taget kunne svare på vores problemformulering. Vi har 
desuden været gode til at bruge vores vejleder, og han har også lagt megen tid hos os. Det har været 
rart at have en vejleder, som har været utrolig interesseret i vores emne, den amerikanske 
sundhedsreform, på trods af, at han er miljøhistoriker og ikke har en stor faglig ballast på vores 
område. 
I næste semester vil vi arbejde med at blive bedre til at styre diskussioner. Gruppediskussioner er 
gode, fordi hver deltager kan bidrage med sin vinkel på en sag, men gruppediskussionerne kan også 
hurtigt blive en diskussion mellem to mennesker og ikke hele gruppen. I forhold til planlægningen af 
semestret synes enkelte af gruppens medlemmer, at metodeseminaret, som blev afholdt d. 5 maj, 
skulle have været afholdt tidligere på semesteret.  
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15  Bilag 
Vedlagt som bilag er de forskellige resuméer af reformforslag, som vi analyserer. 
 
15.1   Bilag 1 
Affordable Health Care for America Act – Detailed Summary. 10 sider 
 
15.2   Bilag 2 
The Common Sense Health Care Reform and Affordability Act. 6 sider 
 
15.3  Bilag 3 
Republicans’ Common-sense Reforms Will Lower Health Care Costs. 1 side 
 
15.4  Bilag 4 
GOP Health Care Alternative Helps States Reduce Health Care Costs. 2 sider 
 
15.5  Bilag 5 
Speaker Pelosi’s Health Care Bill: A Government Takeover of Health Care. 30 sider 
 
 
 
 DETAILED SUMMARY 
 
INSURANCE REFORMS: 
 Insurance reforms.  Prohibits insurance rating based on health status or pre-existing conditions, and limits 
age rating to 2:1. Prohibits annual or lifetime limits on medical spending. Grandfathers current individual 
policies. Applies these reforms to the entire market (inside and outside the Exchange), although employers 
have a five-year grace period to come into compliance.  Establishes important consumer protections, 
including internal and external appeal requirements, provider network adequacy requirements, and 
greater transparency by insurance companies.  
 Exchange.  Creates a new marketplace called the national “Health Insurance Exchange”, with an option for 
states that agree to meet federal standards to run their own exchange.   U.S. Territories will also have the 
option of operating an exchange if they meet all of the insurance reforms and requirements as established 
by this Act. 
 Eligibility.  People are eligible to enter the Exchange and purchase health insurance on their own as long as 
they are not enrolled in employer sponsored insurance, Medicare or Medicaid.  The Exchange is also open 
to businesses, starting with small firms and growing over time.  Firms with twenty-five or fewer employees 
are permitted to buy in the Exchange in 2013, firms with fifty or fewer employees in 2014, and firms with 
at least one hundred employees in 2015 with discretion to the Commissioner to open the Exchange to 
larger businesses in that year and the future.   
 Benefits.  Outlines broad categories of covered services in the law, and creates a Health Benefits Advisory 
Commission, with physicians and other expert members, to help the Secretary of HHS define the essential 
benefit package.   Cost-sharing varies by four tiers ranging in actuarial value (AV) from 70 percent to 95 
percent (“basic,” “standard,” “premium,” and “premium plus”).  In other words, in a 70 percent plan, the 
plan pays 70 percent of the costs and an individual would pay the other 30 percent of expenses on 
average.  The fourth tier plan (“premium plus”) will offer additional benefits such as adult dental or vision, 
gym memberships, or private hospital rooms.  All plans will limit annual out-of-pocket expenses for 
enrollees at a maximum of $5,000 for an individual and $10,000 for a family, with lower levels for lower- 
and middle-income families. 
 Public health insurance option.  The bill establishes a public health insurance option available within the 
Exchange to ensure choice, competition and accountability.  Like other private plans, the public option 
must survive on its premiums.  The Secretary of Health and Human Services will administer the public 
option and negotiate rates for providers that participate in the public option.  The public health insurance 
option is provided startup administrative funding, but it is required to amortize these costs into future 
premiums to ensure it operates on a level playing field with private insurers.   
 New health insurance options.  The legislation authorizes start-up loans to assist states with the creation 
of health insurance co-operatives as an additional option.  It also permits states to enter into agreements 
to allow for the sale of health insurance across state lines when the state legislatures agree to such 
compacts.  Grants are also awarded to help states with this endeavor. 
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 Repealing the antitrust exemption for insurers.  The bill promotes competition among health insurers and 
medical malpractice insurers by removing the antitrust exemption so that it no longer shields these 
insurers from liability for fixing prices, dividing up territories, or monopolizing their market. 
 Help for early retirees (temporary reinsurance program).  Creates a $10 billion fund to finance a 
temporary reinsurance program to help offset the costs of expensive health claims for employers that 
provide health benefits for retirees age 55-64. 
 Limitation on post-retirement reductions of retiree healthcare benefits.  Prohibits employers from 
reducing retirees‘ health benefits after those retirees have retired, unless the reduction is also made to 
benefits for active participants. 
 
SHARED RESPONSIBILITY:  
 
 Employers.  Employers must either provide health insurance to their employees or make a contribution to help fund 
affordable health insurance.  Employers that choose to offer coverage contribute at least 72.5 percent of premium 
for workers, 65 percent for families.  However, if the coverage is unaffordable for low-wage workers, that worker 
can choose subsidized coverage in the Exchange and the employer makes a contribution to the Exchange.  
Employers who do not offer qualified coverage contribute 8 percent of their payroll to help cover expenses of 
employees who seek coverage through the Exchange.   
 
 Small business protections.  Small businesses with annual payrolls below $500,000 are exempt from requirements 
to offer or contribute to coverage, including the 8 percent payroll contribution for failure to provide health benefits 
to their workers. As a result of this exemption, 86 percent of America’s businesses are exempt from any requirement 
to provide coverage to their employees.  The 8 percent requirement is phased in for small businesses with an annual 
payroll between $500,000 and $750,000. There is also a tax credit program to help low-wage small businesses offer 
coverage to their employees. 
 
 Small business tax credits.  Small business tax credits are available for businesses with 10 or fewer employees and 
$20,000 or less in average wages.  The credits phase-out if the employer has 25 or more employees or if average 
wages are $40,000 or more.  The credits are available on rolling basis for the first two years that an employer offers 
qualified coverage. 
 
 Individuals.  Individuals are required to obtain health insurance coverage or pay a fee equal to lower of 2.5 percent 
of their adjusted income above the filing threshold or the average premium on the Exchange. Individuals and 
families below the income tax filing are exempt.  (NOTE:  In 2009, the threshold for taxpayers under age 65 is $9,350 
for singles and $18,700 for couples).   Individuals may apply for a hardship waiver if coverage is unaffordable and 
selected exemptions from the mandate are provided in the statute. Those with coverage through the VA or who are 
eligible for government-sponsored healthcare because they are a member of a tribe are considered to have fulfilled 
the requirement to obtain coverage. 
 
 Government responsibility.  It is the responsibility of the federal government to ensure that essential health 
coverage is affordable and available to all Americans by establishing consumer protections and insurance reforms, 
affordability credits and overseeing a fair marketplace for people to choose among options.  
 
MAKING COVERAGE MORE AFFORDABLE: 
 
 Affordability credits.  Provides financial assistance for premiums and cost sharing for individuals and 
families with incomes up to 400 percent of the federal poverty level (FPL). Affordability credits are offered 
on a sliding scale such that premiums range from 1.5 percent of income at the lowest tier to 12 percent at 
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400 percent FPL. Provides additional assistance for households with incomes up to 400 percent FPL by 
limiting cost-sharing to 3 percent of plan costs at the lowest tier rising to 30 percent of plan costs at 350-
400 percent of FPL.  Specific out-of-pocket maximums are added to protect individuals at each income tier.  
 
Income Premium Limit as Percent 
of Income 
Percent of Plan Costs Paid 
by Families 
Annual Out-of-Pocket Cap 
Individual/Family 
Under 133 - 150% FPL 1.5 – 3% 3% $500/$1000 
150 - 200% FPL 3 – 5.5% 7% $1,000/$2,000 
200 - 250% FPL 5.5 – 8% 15% $2,000/$4,000 
250 - 300% FPL 8 – 10% 22% $4,000/$8,000 
300 - 350% FPL 10 – 11% 28% $4,500/$9,000 
350 - 400% FPL 11 – 12% 30% $5,000/$10,000 
 
 Eligibility.  Affordability credits are available to American citizens and legal residents whose employers do 
not offer coverage or whose share of employer-sponsored health insurance costs more than 12 percent of 
their family income.  Those eligible for other government health care programs, such as Medicare or 
Medicaid, cannot receive affordability credits.  Establishes a mechanism by which the Commissioner must 
verify that individuals are citizens or legal immigrants in order to receive affordability credits. 
 
 Caps out-of-pocket spending and limits.  Helps prevent medical bankruptcy by limiting out-of pocket costs 
to no more than $5,000 for individuals and $10,000 for families; these levels are indexed to inflation.  
Those receiving affordability credits have lower out-of-pocket caps. 
 
 Medicaid and CHIP.  Expands Medicaid coverage to everyone within income at or below 150 percent FPL 
($33,100 per year for a family of 4) who is not eligible for Medicare.  Eliminates assets tests for eligibility 
groups other than for long-term care.  Requires States that now cover those above 150 percent FPL to 
maintain eligibility.  States receive full federal funding for costs of expansion populations in 2013 and 
2014.  Thereafter, States pay 9 percent and the federal government pays 91 percent.  CHIP-eligible 
children move to the Exchange or Medicaid in 2014.  
 
FINANCING: 
 
 Revenue.  The bill would impose a surcharge on taxpayers with adjusted gross income in excess of $1 
million (married filing a joint return) and $500,000 (single) at a rate of 5.4 percent.  The bill also: delays 
implementation of worldwide interest allocation until 2020; limits eligibility for reduced treaty withholding 
rates; codifies economic substance doctrine; information reporting for payments made to corporations; 
eliminates nontaxable reimbursements of over the counter medications from HSAs, HRAs, and health 
FSAs; limits contributions to health FSAs to $2,500; increases the penalty for non-health related 
distributions from HSAs (from 10 percent to 20 percent); eliminates the tax deduction for employers who 
receive a government subsidy for providing retiree prescription drug coverage; impose an excise tax of 2.5 
percent on medical devices used in the United States; and ensures tax parity for employer-provided 
coverage for domestic partners and other non-dependents.  The bill also clarifies that an employee’s share 
of premiums for employer-provided coverage offered through the Exchange may be paid on a pre-tax basis 
through a cafeteria plan, but Exchange coverage that is not employer-offered is not eligible to be offered 
through a cafeteria plan. 
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MEDICARE 
 
The Affordable Health Care for America Act proposes major improvements and investments in the Medicare 
program. It closes the donut hole while providing discounted drugs to beneficiaries; protects the doctor-
patient relationship for Medicare patients by promoting primary care, care coordination and other payment 
reforms; and promotes wellness by eliminating cost-sharing for preventive services and increasing access to 
vaccines. In addition, Affordable Health Care for America Act strengthens Medicare by extending solvency of 
the Trust Fund for five years through its provisions that attack waste, fraud and abuse and reform the 
payment and delivery systems.  
 
PART  A: 
 Hospitals.  Substantial delivery and payment system reforms, including productivity adjustments and 
reductions in market basket updates for most providers, per recommendations from MedPAC, OIG, GAO 
and others.  
 Skilled nursing facilities.  Follows recommendations from MedPAC and others to encourage payment 
accuracy that more accurately reflects the costs of services provided.  Nursing home transparency 
provisions provide regulators and families additional information on nursing home ownership and control 
and more information on nursing home staffing and quality through Nursing Home Compare.  Tougher 
penalties on nursing homes that fail to provide adequate care to their residents and improved training for 
nursing home staff to increase quality of care. See Medicaid section for additional nursing facility-related 
policies. 
 Medicare DSH payments.  Directs the Secretary of HHS to study Medicare DSH payments and report to 
Congress with recommendations on how best to ensure that DSH is properly targeted to adequately 
reflect the higher costs of care associated with treating low-income patients.  Reduces Medicare DSH 
payments starting in 2017 if the uninsured rate drops by a certain number of percentage points between 
2012 and 2014.   
 Graduate medical education.  Provides incentives for the training of primary care physicians. Encourages 
medical residency training in non-hospital settings so that the future physicians of America will be able to 
provide coordinated care across the spectrum of provider settings. 
 Hospice moratorium.  Extends a one year moratorium on regulatory changes that would phase out the 
budget neutrality adjustment factor for Hospice providers to ensure that hospices continue to receive the 
same reimbursement rate for wages for fiscal year 2010. 
 
PARTS A & B: 
 Reducing potentially preventable hospital readmissions.  Changes payment incentives to hospitals and 
post-acute care providers to discourage preventable hospital readmissions.  
 Post-acute care bundling.  Promotes bundled payments that encourage providers to coordinate a patient’s 
care across the entire spectrum, from the doctor’s office, to the hospital, through a rehabilitative or 
nursing facility stay, and back to home.  
 Center for Medicare & Medicaid Innovation.  Establishes a Center for Medicare & Medicaid Innovation to 
empower CMS to pursue additional payment and delivery system reforms.  
 
 Healthcare-associated infections.  Requires hospitals and ambulatory surgical centers to report public 
health information on healthcare-associated infections to the Centers for Disease Control and Prevention. 
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 IOM study of the appropriateness of Medicare payment rates based on geography.  Within one year of 
enactment, the Institute of Medicine is required to report to CMS on the validity of the geographic 
adjusters that apply to Medicare physician and hospital payments and include any recommendations for 
improvements.  CMS is instructed to respond to such recommendations and may spend up to $4 billion 
per year, for two years, to increase payment rates as appropriate. 
 
 IOM study of the extent of geographic variation in health spending.  Instructs the IOM to study the extent 
and cause of geographic variation in spending on health care (including all payers). The study will focus on 
major contributors to that variation such as input prices, health status, socioeconomic factors, and access 
to services. The IOM will make recommendations for addressing such variation in Medicare, which will 
take into account the need to maintain beneficiary access to services. CMS will implement changes to 
Medicare payment systems unless Congress votes to disapprove the planned changes. 
 
 Home health study.  Requires MedPAC to undertake a study to examine the significant variation in 
Medicare margins among home health agencies. Factors considered will include patient characteristics 
(including health and socioeconomic factors), agency characteristics, and the types of services provided by 
different agencies.  
 
PART B: 
 
 Productivity adjustments.  Expands productivity adjustments to Medicare providers who receive CPI updates in 
addition to those that receive market basket updates.  These providers are:  ambulatory surgical centers, 
ambulances, clinical laboratories, and durable medical equipment not competitively bid.   
 
 Hospital outpatient department updates.  Expands productivity adjustments to hospital outpatient departments.  
 
 Accountable Care Organization program.  Establishes a new program that allows providers to share in Medicare 
savings they help create through care coordination and quality improvement initiatives.   Ensures that doctors can 
join with hospitals and others when forming these organizations.   
 
 Telehealth.  Expands Medicare’s telehealth benefit to beneficiaries who are receiving care at freestanding dialysis 
centers.  Also establishes a Telehealth Advisory Committee to provide HHS with additional expertise on the 
telehealth program. 
 
 Quality measures.  Creates a timely process to allow for a multi-stakeholder group to provide the Secretary with 
input into the selection of quality measures and provides for consultation by the Secretary of a consensus-based 
entity in the use of quality measures. 
 Demonstration program on shared decision making.  Uses decision aids and other technologies to help patients and 
consumers improve their understanding of the risks and benefits of treatment options and make informed decisions 
about medical care.  
 Medical home pilot program.  Creates a pilot program to reward providers who agree to provide services necessary 
to make their practice a “medical home” by ensuring full access to patients and providing for coordinated and 
comprehensive care. 
 
 Cost sharing for preventive services.  Eliminates deductibles and co-payments for all preventive services covered by 
the Medicare program. 
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 Improved access to vaccines.  Makes it easier for Medicare beneficiaries to get access to needed vaccinations by 
covering all vaccines under Part B of the program rather than Part D. 
 
 Extend Qualified Individuals (QI) program.  Extends the QI program two years to help low-income beneficiaries pay 
their Part B premiums. 
 
 Extends months of coverage of immunosuppressive drugs for kidney transplant patients.  Lifts the current 36-
month limitation on Medicare coverage of immunosuppressive drugs for kidney transplant patients who would 
otherwise lose this coverage on or after January 1, 2012. 
 
 Part B premium clarification.  Allows capital gains from the sale of a primary residence to count as a life-changing 
event for purposes of using a more recent tax year for determination of the Part B income-related premium so that 
the use of a nest egg doesn’t increase the Part B premium owed.     
 
 Durable medical equipment in Medicare.  Provides protections for beneficiaries receiving oxygen therapy in the 
event an oxygen supplier goes out of business.  Exempts certain pharmacies from the surety bond requirement and 
the need to be accredited to sell diabetic testing supplies and certain other items. 
 
 Payment for imaging services.  Instructs CMS to pay more accurately for imaging services in Medicare. Excludes low-
tech imaging devices (such as ultrasound, mammograms, EKGs, and x-rays) from the adjustment in payment.  
 
PARTS C & D: 
 
 Medicare Advantage payment.  Beginning in 2011, reduces MA payments over three years to achieve 
parity with 100 percent FFS rates; provides targeted bonuses to high-quality plans in high-enrollment areas 
where reductions likely to be most disruptive.   
 
 Medicare Advantage reforms.  Changes the annual enrollment period for beneficiaries to enroll in 
Medicare Advantage to November 1 – December 15.   
 
 Medicare Advantage administrative costs and consumer protections.  Beginning in 2014, requires MA 
plans to maintain medical loss ratios of at least 85 percent, ensuring that payments to plans are 
predominantly spent on providing healthcare, not overhead and profit. Limits Medicare Advantage cost-
sharing to no greater than cost-sharing in traditional Medicare.  
 
 Medicare drug benefit.  Eliminates Part D donut hole over time and provides 50 percent discount in donut 
hole for Part D enrollees. Restores manufacturer rebate for Part D drugs used by dual eligibles, as well as 
low-income subsidy eligibles after 2015.  Funds raised by this provision are used to close the Part D donut 
hole. 
 
 Medicare low-income subsidy.  Increases eligibility limits by raising assets test and clarifying what counts 
toward the asset test.  Eliminates cost-sharing for certain non-institutionalized dual eligibles. 
 
 Encourage accurate dispensing of drugs.  Requires that Part D and MA-PD plans develop methods to 
reduce waste of drugs in the long-term care setting. 
 
 Increase use of generics.  Increases generic drug utilization by eliminating current requirements that 
prevent Part D and MA-PD plans from creating incentives for seniors to use lower-cost generic drugs. 76
 
 
OTHER: 
 
 Follow-on biologics.  Creates an FDA licensure pathway for "biosimilar" generic biological 
products, allowing these products to come to market and compete with brand name biologics.  The 
biosimilar product must have no clinically meaningful differences in safety, purity or potency from the 
reference product, and may not be licensed until at least 12 years after the date that the brand-name 
product was licensed. 
 
 Physician Payment Sunshine. Requires manufacturers or distributors to electronically report to the HHS 
OIG any payments or other transfers of value above a $5 de minimis made to a “covered 
recipient” (physician, physician group practice, other prescribers, pharmacy or pharmacist, health 
insurance issuer, group health plan, pharmacy benefit manager, hospital, medical school, sponsor of a 
continuing medical education program, patient advocacy or disease specific group, organization of health 
care professionals, biomedical researcher, group purchasing organization.)  Requires hospitals, 
manufacturers and group purchasing organizations to report the nature of ownership arrangements by 
physicians. Failure to report is subject to civil monetary penalties from $1000 to $10,000 (max $150,000 
per year) per payment, transfer of value, or investment interest not disclosed; penalties for knowing 
failure to report range from $10,000 to $100,000 per payment, not to exceed $1,000,000 in one year or 
.1% of revenues for that year. 
 
 Comparative Effectiveness Research (CER).  Creates a new Center at the Agency for Healthcare Research 
and Quality, supported by a combination of public and private funding that will conduct, support and 
synthesize CER.  An independent stakeholder Commission makes recommendations to the Center on 
research priorities, study methods, and ways to disseminate research.  The Commission has its own source 
of funding and is responsible for evaluating the processes of the Center and is authorized to make reports 
directly to Congress.  A majority of the Commission members would be required to be physicians, other 
health care practitioners, consumers or patients.  The blended bill contains improved protections to 
ensure that subpopulations are appropriately accounted for in research study design and dissemination. 
The bill contains protections to prevent the Center and Commission from mandating payment, coverage or 
reimbursement policies.  In addition, the bill contains protections to ensure that research findings are not 
construed to mandate coverage, reimbursement or other policies to any public or private payer, and clarify 
that federal officers and employees will not interfere in the practice of medicine. 
 
REDUCING WASTE, FRAUD, AND ABUSE 
 
Increases funding by $100 million annually for the Healthcare Fraud and Abuse Control Fund to fight Medicare 
and Medicaid fraud; improves provider and payment screening to prevent fraud and abuse before it occurs; 
creates enhanced oversight for Medicare and Medicaid programs at risk of fraud and abuse; creates new 
penalties for providers and suppliers that defraud federal health care programs; partners with the private 
sector to reduce waste and abuse by requiring that all Medicare and Medicaid providers establish compliance 
programs to reduce waste, fraud, and abuse. 
 
PREVENTION & WELLNESS 
 
Creates a grant program to help small and mid-sized employers begin or strengthen workplace wellness 
programs.  These grants will assist in improving the health of our nation’s workforce and will reduce employer 
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health care costs. Participating employers must offer the programs to all employees and cannot mandate 
participation nor use participation as a condition to receive any financial incentive. 
 
MEDICAID  
(provisions relating to Health Care Reform are above) 
 
 Preventive services.  Requires State Medicaid programs to cover recommended preventive services 
without cost-sharing.  States will receive their regular federal matching rate for the cost of these services.  
 
 Payments for primary care services.  Requires that physicians and other practitioners are paid for primary 
care services they provide to Medicaid patients at 100 percent of Medicare rates beginning in 2012.  The 
federal government will pay 100 percent of the increased costs in 2012 through 2014, 90 percent 
thereafter. 
 
 Additional federal funds to states with high unemployment.  Assists States in maintaining access to  
 Medicaid services during the recession by extending the current Recovery Act increase in federal Medicaid 
payments to states with high unemployment rates.  
 
 Coverage for HIV-positive individuals.  Allows State Medicaid programs to cover low-income individuals 
who are HIV positive through December 31, 2013, after which coverage will be available through the 
Health Insurance Exchange or, for those with incomes at or below 133 percent of poverty, Medicaid.  
States would receive the enhanced federal matching rate for these costs. 
 
 Nurse home visitation.  Allows State Medicaid programs to cover nurse home visitation services for first-
time pregnant women and mothers with children under 2.  The federal government would match these 
costs at the state’s regular rate.  
 
 Increasing prescription drug rebates.  Increases the minimum percentage rebate on brand-name drugs to 
23.1 percent of average manufacturer price; extends rebates to new formulations of brand-name drugs; 
and extends rebate requirement to drugs prescribed by Medicaid managed care organizations.   
 
 Reductions in Medicaid DSH payments.  Directs the Secretary of HHS to reduce Medicaid DSH payments 
to States by a total of $10 billion ($1.5 billion in FY 2017, $2.5 billion in FY 2018, and $6.0 billion in FY 2019) 
using a methodology that imposes the largest reductions on states with the lowest percentages of 
uninsured individuals or the least effective targeting of funds on DSH hospitals. 
 Payments to pharmacists.  Increases the ceiling on payments for generic drugs to 130 percent of the 
weighted average of monthly average manufacturer prices. 
 Medical home pilot program.  Establishes a 5-year pilot program to evaluate medical home models for 
beneficiaries including medically fragile children.  A total of $1.235 billion is made available for increased 
federal matching for administrative costs. 
 Managed care organizations.  Requires that Medicaid MCOs meet a medical loss ratio standard set by the 
Secretary of HHS at not less than 85 percent.  
 Territories.  Raises federal payment ceilings and matching rates for Puerto Rico, Virgin Islands, Guam, 
Northern Mariana Islands, and American Samoa by a total of $10.35 billion from FY 2011 through 2019. 
 Supplemental payments to certain nursing facilities.  Directs the Secretary to make supplemental 
payments to nursing facilities with high percentages of Medicare and Medicaid residents that are 
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efficiently and transparently operated and that provide quality care.  Provides a total of $6 billion over the 
period 2010 through 2013 ($1.5 billion each year) for this purpose.  Directs the Medicaid and CHIP 
Payment and Access Commission (“MACPAC”) to study the adequacy of Medicaid payments to nursing 
facilities and to provide recommendations to the Congress by December 31, 2011.  
 
 Prohibitions on Medicaid and CHIP payment for undocumented Immigrants.  Provides that the Medicaid 
title does not change current prohibitions against Federal Medicaid or CHIP payments for persons not 
lawfully present in the U.S. 
 
PUBLIC HEALTH AND WORKFORCE DEVELOPMENT 
 
 Funding for public health and workforce development.  Provides funds for years FY 2015 through FY 
2019.  
 
 Community health centers.  Provides significant increases in funding for community health centers. 
 
 Primary care residencies in community health centers.  Establishes a new grant program to support the 
development and operation of primary care residency programs in community-based settings such as 
community health centers. 
 
 Health workforce.  Provides new and increased investments in training programs designed to  
 increase the number of primary care physicians, nurses, and public health professionals.  
 
 Treatment of teaching as obligated service.  Provides discretionary authority to the Secretary to allow up 
to 20 percent of teaching time to count toward meeting obligated service requirements under the National 
Health Service Corps program.  Provides increases in support for Corps scholarship and loan repayment 
programs. 
 
 Data collection and analysis on health disparities.  Directs a new Assistant Secretary for Health 
Information to set standards for the collection of data on a broad set of population and subpopulation 
categories and to facilitate and coordinate analyses of health disparities within HHS and in collaboration 
with other departments. 
 
 Community preventive services grants.  Establishes new grants program for states to provide prevention 
and wellness services to communities, with a special emphasis on health disparities.    
 
 Research and requirements for healthy behaviors and community wellness.  Provides for the research 
and inclusion of proven healthy behaviors in the essential benefits package and in community wellness 
programs. 
 
 School-Based health clinics.  Establishes a new grants program to support school-based health clinics that 
provide health services to children and adolescents. 
 
 Public health infrastructure.  Provides new investments in state, local, and tribal health departments to 
build their capacity to address public health epidemics such as tobacco use and obesity, and to be 
prepared for public health emergencies such as the H1N1 flu epidemic or breakouts of foodborne diseases. 
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 National medical device registry.  Establishes a national directory for class III medical devices and class II 
devices that are permanently implantable, life-supporting, or life-sustaining.  Device information in the 
registry would be linked with patient safety and outcomes data from various public and private databases 
to facilitate analyses of post-market device safety and effectiveness. 
 
 Expanded Participation in 340B Program.  Extends the section 340B outpatient drug discounts to certain 
rural and other hospitals, including Critical Access Hospitals.  
 
 IHS reauthorization.  A new division is added to provide for the reauthorization of the Indian Health Care 
Improvement Act (IHCIA).  IHCIA provides the main legal authority for the provision of health care to 
American Indians and Alaskan Natives.  The main provisions of this new division address: improvements in 
workforce development and recruitment; facilities construction, maintenance and improvements, access 
to and financing of health services; provision of health services for urban Indians; organization 
improvements within the Indian Health Service (IHS); and the provision of behavioral health services. 
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THE COMMON SENSE HEALTHCARE REFORM AND AFFORDABILITY ACT:
Making Health Insurance More Affordable for Families, Affordable for Small Businesses & 
Affordable for America
Republicans believe your health care is too important and too complex to risk on a 1,990 page 
piece of legislation that Democrats in Congress negotiated behind closed doors and are now 
rushing through Congress.  That is why Republicans are proposing a commonsense, step-by-step 
approach to comprehensive health care reform that will lower the cost of health coverage.  By 
focusing on immediate reforms, the Republican plan will lower health coverage costs – the first 
step to expanding coverage – without raising taxes, without cutting Medicare, without spending 
over $1 trillion and without expanding welfare programs like Medicaid.  The Republicans’ 
reform makes health insurance affordable for families, affordable for small businesses and 
affordable for America.  
Division A— Making Health Care Coverage Affordable for Every American
Division B— Improving Access to Health Care
Division C— Enacting Real Medical Liability Reform
Division D— Protecting the Doctor-Patient Relationship
Division E— Incentivizing Wellness and Quality Improvements 
Division F— Protecting Taxpayers 
Division G— Pathway for Biosimilar Biological Products 
DIVISION A—MAKING HEALTH CARE COVERAGE AFFORDABLE FOR EVERY AMERICAN
Helping Those With Pre-Existing Conditions and High Medical Costs
Section 101: Establish universal access programs to improve high risk pools and reinsurance
markets.
The bill requires States establish either a functioning high risk pool or a reinsurance
program and provides $25 billion in federal funding for these programs.  Insurance 
offered through these programs will ensure everyone has access to affordable health care, 
regardless of their health status.  States will have to eliminate high risk pool waiting lines 
and premiums for enrollees in high risk pools would be limited to 150% of the average 
premium charged in a State (currently capped at 200%).  The Democrats’ bill explicitly 
allows for waiting lines.
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Section 102: Elimination of certain requirements for guaranteed availability in individual market.
The bill extends existing HIPAA guaranteed availability protections, which will improve 
insurance portability and protections for Americans with pre-existing conditions.  Under 
current law, individuals purchasing health insurance in the individual market are 
protected from pre-existing condition exclusions if there is not a substantial break in 
coverage, their previous coverage was through an employer, and they fully exhaust 
COBRA coverage.  This provision would allow individuals to receive those same 
protections regardless of the source of their prior coverage and without requiring them to 
exhaust COBRA coverage, which is often very expensive for both employees and 
employers.
Section 103: No annual or lifetime spending caps.  
The bill prohibits health plans from arbitrary annual or lifetime spending caps, thereby 
protecting individuals with a catastrophic diagnosis or chronic disease by ensuring health 
plans meet their obligations to those with the most expensive medical needs. 
Section 104: Preventing unjust cancellation of insurance coverage.
The bill prohibits health insurers from unlawfully canceling health insurance 
(“rescissions”).  If an insurance company attempts to cancel health coverage on the basis 
of fraud the policy holder can appeal that decision with an independent external appeals 
panel and the coverage would remain in force while that appeal is being considered.  This 
provision insures that no American’s access to needed medical care will be harmed by the 
wrongful cancelation of their health insurance plan.
Section 111: State Innovations Program.
The bill provides $50 billion in incentives to States who adopt reforms that reduce the 
cost of health insurance and expand coverage. States will have to meet targets for 
reductions in health plan premiums and the number of uninsured in order to receive 
federal funds.  States could not meet these targets by directly subsidizing health insurance 
or expand eligibility for government programs, like Medicaid.  CBO predicts the State 
Innovation Program will lower premiums for families, individuals, and small business 
and reduce the number of uninsured.
Section 112: Health plan finders.
This provision will allow the creation of State health plan finders so consumers can 
effectively comparison shop for health insurance.  By increasing the information 
available to consumers they will be empowered to make the best decisions for their 
families when purchasing health insurance.
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Section 113: Administrative Simplification.
The provision will create greater standardization in health care forms and transactions 
thereby improving efficiency in the health care system.  CBO believes this provision will 
lower the cost of health insurance by removing waste and duplicity.
DIVISION B—IMPROVING ACCESS TO HEALTH CARE
Lower the Cost of Health Coverage and Expanding Access
Sections 201-205: Expanding Access and Lowering Costs for Small Businesses.
These provisions will allow small businesses to pool together through Association Health 
Plans (AHPs) to leverage lower cost health insurance on behalf of their employees.  By 
creating larger insurance pools for small businesses, these provisions will make health 
insurance more affordable and more accessible.  CBO believes this provision will result 
reduce the number of uninsured by hundreds of thousands.   
Section 211: Extending coverage to dependents.  
If a health insurance plan offers coverage to dependents, then the plan must cover 
dependents up through their 25th birthday.  The provision provides parents with the 
ability to keep their children on their health plan through young adulthood, thereby 
increasing young adults’ access to affordable health coverage.  Young adults shouldn’t 
lose their coverage simply because they needed 5 years to complete college or were 
unable to find a job after graduation.
Section 212: Allowing auto-enrollment into employer sponsored coverage.  
This provision allows employers to adopt auto-enrollment for health insurance, provided 
that employees are allowed to decline the coverage, by removing any potential legal 
barriers.  Similar provisions have been adopted for 401(k) plans and have resulted in 
increased enrollment.  Currently, almost 10 million employees have access to employer 
sponsored insurance and do not enroll.
Section 221: Interstate purchasing of health insurance.  
Differences in state regulation of health insurance have resulted in significant variance in 
health insurance costs from state to state.  Americans residing in a state with expensive 
health insurance plans are locked into those plans and do not currently have an 
opportunity to choose a lower cost option.  This provision will allow Americans to 
purchase licensed health insurance in any state.  Insurance sold in a secondary state will 
be still be subject to the consumer protections and fraud and abuse laws of the policy 
holder’s state of residence.  This provision will provide access to more affordable health 
insurance options.
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Section 231: Saver’s credit for contributions to health savings accounts.
Under current law, low and moderate-income individuals are eligible for a limited, 
nonrefundable tax credit for a portion of their contributions to IRAs and 401(k)s.  Section 
231 expands this “saver’s credit” to cover contributions to Health Savings Accounts 
(HSAs), making HSAs more attractive to families earning under $50,000 annually.
Section 232: HSA funds for premiums for high deductible health plans.
This provision allows taxpayers to use HSA funds to pay monthly premiums on their high 
deductible health plans (HDHPs), but only if, after the distribution, taxpayers retain a 
balance in their HSAs equal to or greater than twice the amount of the minimum annual 
deductible.  (In 2009, the minimum is $1,150 for self-only coverage and $2,300 for 
family coverage, and these minimums are adjusted annually for inflation.)
Section 233: Requiring greater coordination between HDHP administrators and HSA account 
administrators so that enrollees can enroll in both at the same time.
This provision provides regulatory authority to the Treasury Secretary to encourage better 
coordination between insurance companies offering HDHPs and financial institutions 
offering HSAs to reduce the administrative burden on taxpayers by making it easier for 
them to simultaneously enroll in their HDHP and their HSA.
Section 234: Special rule for certain medical expenses incurred before establishment of account.
Under current law, taxpayers may use HSA funds only for qualified medical expenses 
incurred after the establishment of the HSA, which might be some time after the 
establishment of the HDHP.  Section 234 allows taxpayers to use HSA funds for 
qualified medical expenses incurred after the establishment of the HDHP but before the 
establishment of the HSA, as long as the expenses are not incurred more than 60 days 
after the establishment of the HDHP.
DIVISION C—ENACTING REAL MEDICAL LIABILITY REFORM
Common Sense Reform that Lowers the Cost of Health Coverage
Sections 301-310: Medical Liability Reform.  
It’s widely accepted that defensive medicine is driving up health care costs.  The 
Democrats’ bill has decided to put trial lawyers before patients.  These sections include 
the same language as the HEALTH Act that passed each year under Republican control 
of the House.  These provisions include: a statute of limitations on bringing a case; cap 
on noneconomic damages to $250,000 with assignation of proportional responsibility; 
allows the court to restrict lucrative attorney contingency fees; clarifies and limits 
punitive damages; and protects states with existing functional medical liability laws.  
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These provisions set no caps on economic damages, which are often the largest 
component of liability awards, thus patients will continue to have their rights to economic 
damages protected.  CBO predicts this provision will reduce the deficit by $54 billion.
DIVISION D—PROTECTING THE DOCTOR-PATIENT RELATIONSHIP
Stopping the Government from Making Decisions About Americans’ Health Care
Sections 401-402: Protecting the doctor-patient relationship.  
This provision repeals the Federal Coordinating Council on Comparative Effectiveness 
Research.  Patient and physician groups are concerned about the federal government 
rationing care, as is done in other countries.  This removes the potential authority of the 
federal government to ration care based on cost of treatment.
 
DIVISION E—INCENTIVIZING WELLNESS AND QUALITY IMPROVEMENTS
Rewarding and Encouraging Healthy Behaviors
Section 501: Incentives for prevention and wellness programs.  
Under current law, employers and insurers are limited in the value of financial rewards, 
whether it be through reductions in premiums, deductibles, or co-payments, that can be 
used to incentivize healthy lifestyle changes.  This provision will increase the financial 
rewards that can be offered to plan enrollees from 20% to 50% of value of the plan for 
successful completion of a standards based wellness program.  Under this provision 
employers, for example, could provide a 50% discount on premiums for an employee 
who successfully quits smoking.
DIVISION F—PROTECTING TAXPAYERS
Ridding the Health Care System of Waste, Fraud, and Abuse 
Section 601: Provide full funding to HHS OIG and HCFAC.
Combats waste, fraud and abuse in the Medicare program by increasing funding for the 
HHS Office of Inspector General and the Health Care Fraud and Abuse Control 
(HCFAC) program.  Activities financed by this funding are used to detect and prevent 
heath care fraud, waste and abuse through investigations, audits, educational activities, 
and data analysis.  For the HCFAC program, the return on investment of fraud reduction 
spending is 4-to-1.
Section 602: Prohibiting taxpayer funded abortions and conscience protections.
Explicitly prohibits any federal funding from being used to pay for abortions.  The 
legislation also includes a conscience protection clause that ensures individual and 
institutional health care providers are protected from being forced to participate in 
procedures such as abortion to which they have a moral or religious objection.  
85
Committee on Ways and Means November 5, 2009
Republican Staff Page 6 of 6 
Section 603: Improved enforcement of the Medicare and Medicaid secondary payer provisions.
Under current law, in instances where a Medicare or Medicaid beneficiary has private 
insurance coverage, the government plays a secondary role, paying only for procedures 
and services that are not covered by the private insurance.  Studies have shown that 
Medicare and state Medicaid offices are not very efficient at recovering money that was 
erroneously paid in secondary payer claims.  This provision requires Medicare to 
improve enforcement of the Medicare Secondary Payer Act and also requires states to 
improve compliance with Medicaid Secondary Payer requirements.
Section 604: Strengthen Medicare provider enrollment standards and safeguards.  
This would require the HHS Secretary to thoroughly screen new Medicare providers and 
suppliers via criminal background checks, licensure checks, site-visits, etc.  Penalties for 
false statements on enrollment applications are toughened and new applicants. 
Section 605: Tracking banned providers across State lines.
Too often providers banned from participating in Medicare are able to find their way 
back into the program by setting up shop in another state.  This provision directs the 
Secretary, working in coordination with the HHS Office of the Inspector General, to 
expand Medicare and Medicaid databases to make it easier to track the movement of 
banned providers.  The provision also permits the Social Security Administration, the 
VA, Defense Department and Justice Department to access the databases so as to ensure 
banned providers do not target other federal programs.
DIVISION G—PATHWAY FOR BIOSIMILAR BIOLOGICAL PRODUCTS
Improving Americans Access to Affordable Therapies
Sections 701-703: Creating an FDA approval pathway.
Under current law there is no pathway for FDA approval of a biosimilar, thereby patients 
do not have access to more affordable biologics at the end of an innovator product’s term 
of patent protection.  This bipartisan provision would create an approval process at FDA 
for biosimilar products with appropriate patent and market protections to continue to 
encourage innovation.  This provision will provide Americans with access to affordable 
biologics, which often times can be the most expensive therapies, and will lower the cost 
of health insurance by making them readily available.
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Republicans’ Common-Sense Reforms Will LOWER HEALTH CARE COSTS
Americans want a step-by-step, common-sense approach to health care reform, not Speaker Nancy Pelosi’s 
costly, 1,990-page government takeover of our nation’s health care system. Republicans’ alternative solution 
focuses on lowering health care premiums for families and small businesses, increasing access to affordable, 
high-quality care, and promoting healthier lifestyles – without adding to the crushing debt Washington has 
placed on our children and grandchildren.  Following are the key elements of Republicans’ alternative plan:
 Lowering health care premiums. The GOP plan will lower health care premiums for American 
families and small businesses, addressing Americans’ number-one priority for health care reform.
 Establishing Universal Access Programs to guarantee access to affordable health care for those 
with pre-existing conditions. The GOP plan creates Universal Access Programs that expand and 
reform high-risk pools and reinsurance programs to guarantee that all Americans, regardless of pre-
existing conditions or past illnesses, have access to affordable care – while lowering costs for all 
Americans.
 Ending junk lawsuits. The GOP plan would help end costly junk lawsuits and curb defensive medicine 
by enacting medical liability reforms modeled after the successful state laws of California and Texas.
 Prevents insurers from unjustly cancelling a policy. The GOP plan prohibits an insurer from 
cancelling a policy unless a person commits fraud or conceals material facts about a health condition.
 Encouraging Small Business Health Plans.  The GOP plan gives small businesses the power to pool 
together and offer health care at lower prices, just as corporations and labor unions do. 
 Encouraging innovative state programs. The GOP plan rewards innovation by providing incentive 
payments to states that reduce premiums and the number of uninsured. 
 Allowing Americans to buy insurance across state lines.  The GOP plan allows Americans to shop for 
coverage from coast to coast by allowing Americans living in one state to purchase insurance in another.
 Promoting healthier lifestyles. The GOP plan promotes prevention & wellness by giving employers 
greater flexibility to financially reward employees who adopt healthier lifestyles.
 Enhancing Health Savings Accounts (HSAs).  The GOP plan creates new incentives to save for 
current and future health care needs by allowing qualified participants to use HSA funds to pay 
premiums for high deductible health insurance.
 Allowing dependents to remain on their parents’ policies. The GOP plan encourages coverage of 
young adults on their parents’ insurance through age 25.
Scorecard: Speaker Pelosi’s Government Takeover vs. GOP Common-Sense Solutions
Speaker Pelosi’s Bill GOP Alternative
Job Losses Up to 5.5 million 0
Medicare Cuts $500 billion 0
Tax Increases $729.5 billion 0
*Updated 11-04-09
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GOP Health Care Alternative Helps States Reduce Health Care Costs  
November 4, 2009
Republicans believe health care reform should help states, families and small businesses tackle 
the problem of rising costs.  And because health care needs vary from individual to individual, and from 
state to state, health care reform should increase flexibility for states to develop solutions that fit their 
needs.  A Washington takeover of health care will achieve neither objective.  Instead, it will harm states 
and working families by increasing health care costs and empowering federal bureaucrats to make 
important decisions that should be left to doctors and patients.
House Speaker Nancy Pelosi (D-CA) is proposing a 2,032-page takeover of health care that will 
take power away from states, increase state costs by expanding Medicaid, and add at least a $1.3 trillion
burden on the American middle class over the next 10 years.  It will force states to comply with complex 
new federal regulations and directives, preventing them from developing health care programs that best fit 
the needs of their residents, and saddle governors and state legislators with massive unfunded mandates.
House Republicans recognize real solutions start outside the Beltway – and as an alternative to
Speaker Pelosi’s government takeover of health care, Republicans are offering a common-sense 
alternative our nation and states can afford.  The GOP alternative recognizes that health care reform must 
be market-driven, preserve the relationship between doctors and patients, and reduce health care costs for 
American families.  Additionally, Republicans believe health care reform and innovation in the states 
should be encouraged by Congress, not suffocated by Washington bureaucrats.
A Tale of Two Approaches:
Pelosi Plan GOP Alternative
Unfunded Mandates on States? YES. Federal mandated 
expansion of Medicaid to cost 
states $34 billion over first ten 
years according to CBO.
NONE.
Medicaid Coverage Mandates? YES. Raises threshold for 
mandatory Medicaid coverage to 
150% of FPL ($33,000 per year 
for a family of four); Requires 
states now covering above 150% 
of FPL to maintain eligibility.
NONE.
Foster State Innovation? NO. In fact, Sec. 2531(a)(4) 
prohibits states from receiving 
new incentive payments to adopt 
liability reforms if they put limits 
on attorneys’ fees or impose caps 
on damages.
YES. Gives states the tools to 
create their own innovative 
reforms that lower health care 
costs.
Real Medical Liability 
Reform?
NO. No real medical liability 
relief is included.
YES. Implements reforms that 
will reduce costly, unnecessary 
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defensive medicine practiced by 
doctors trying to protect 
themselves from overzealous trial 
lawyers.
Pelosi Plan is Chock-Full of Bad News for States:
 In a letter from the Congressional Budget Office (CBO) to House Ways and Means Committee 
Chairman Rangel on October 29, 2009, CBO “estimates that state spending on Medicaid would 
increase on net by about $34 billion over the 2010-2019 period.”
 H.R. 3962 grants sweeping powers to a new “Health Care Czar” that will impose new regulations 
on states and state insurance plans.  For example, the federal government will now:
o Regulate all insurance plans, both in and out of the Exchange (Page 127, Section 234);
o Decide which physicians and hospitals participate in the government-run plan and in 
private plan provider networks (Page 174-178, Section 304(b));
o Determine which states are allowed to operate their own Exchange and to terminate a 
previously-approved State Exchange at any time (Page 197-202; Section 308); and
o Override state laws regarding covered health benefits (Page 170-171; Section 303(d)).
Republican Alternative Promotes Common-Sense Solutions for States:
 Gives states the tools to create their own innovative reforms that lower health care costs.
 Provides Medicare and Medicaid with additional authority and resources to stop waste, fraud and 
abuse that costs taxpayers billions of dollars every year.
 Creates new incentives to save for current and future health care needs by allowing qualified 
participants to use HSA funds to pay premiums for high deductible health insurance.
 Establishes Universal Access Programs to guarantee access to affordable care for those with pre-
existing conditions.  The GOP alternative creates Universal Access Programs that expand and 
reform high-risk pools and reinsurance programs to guarantee that all Americans, regardless of 
pre-existing conditions or past illnesses, have access to affordable care – while lowering costs for 
all Americans. 
 Strengthens employer-provided health coverage by helping uninsured Americans who are eligible
for, but not enrolled in, an employer-sponsored plan get health coverage.  The plan does this by 
encouraging employers to move to opt-out, rather than opt-in rules.
 Promotes prevention and wellness by giving employers and insurers greater flexibility to 
financially reward employees who seek to achieve or maintain a healthy lifestyle.
 Authorizes the creation of health plan finders to provide patients with the tools to easily find the 
right health plan that best meets their needs.
 
For more information, please visit http://HealthCare.GOP.gov.
Information on the House GOP State Solutions Project is available at http://States.GOPLeader.gov.
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Speaker Pelosi’s Health Care Bill:
A Government Takeover of Health Care 
November 3, 2009 
FLOOR SITUATION 
On October 29, 2009, Speaker Pelosi and the House Democrat leadership introduced H.R. 3962, the 
Affordable Health Care for America Act.  The legislation combines provisions in earlier versions approved 
by the Committees on Education and Labor, Energy and Commerce, and Ways and Means, as well as 
other provisions negotiated behind closed doors by the Democrat leadership.  The bill is expected on the 
floor later this week under a likely closed rule.   
EXECUTIVE SUMMARY 
The bill sets the tone for a Washington takeover of the health care system—one defined by federal 
regulation, mandates, myriad new programs, and higher federal spending.  The bill would ensure the 
heavy hand of federal bureaucrats over the United States health care system, levying costly new taxes on 
individuals and businesses who do not comply.  Many Members may question how additional federal 
mandates and bureaucratic diktats raising costs appreciably for all Americans would make health care 
more “affordable.”  Many Members may also be concerned that the bill’s provisions—only partially 
masked by budgetary gimmicks and “smoke-and-mirrors” accounting—cost nearly $1.3 trillion, financed 
largely by significant job-killing tax increases imposed on small businesses during a recession. 
Buried within the contents of the 1,990 page bill—as well as a separate 13-page bill (H.R. 3961) that 
would increase the deficit by more than $200 billion—are details that will see a massive federal 
involvement in the health care of every American, including the following:  
 Creation of a government-run health plan that experts say would result in up to 114 million 
Americans losing their current coverage—a clear violation of any pledge to allow individuals to 
keep their current health plan;  
 Nearly half a trillion dollars in tax increases on certain income filers, a majority of whom are small 
businesses—and $729.5 billion in tax increases overall; 
 Insurance regulations that would raise costs for nearly all Americans, particularly young 
Americans, and confine choice of plans to those approved by a board of bureaucrats; 
 New price controls on health insurance companies that provide perverse incentives to keep 
individuals sick rather than managing chronic disease, while impeding patient access to important 
services just because those services do not provide a direct clinical benefit;  
 Additional federal mandates that would significantly erode the flexibility currently provided to 
employers—and could result in firms dropping coverage; 
 Massive expansion of Medicaid to all individuals with incomes below 150 percent of the Federal 
Poverty Level ($33,075 for a family of four), replacing the existing private health coverage of 
millions with taxpayer-funded health care—and imposing tens of billions of dollars in new 
unfunded mandates on States; 
 Denial of health plan choice to 15 million Americans, consigning them instead to a Medicaid 
program riddled with bureaucratic obstacles and poor access to care, such that its own 
beneficiaries do not consider it “real insurance;” 
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 Language opening employers operating group health plans to State law remedies and private 
causes of action—subjecting employers to review by 50 different State court rulings, thereby 
raising costs and encouraging more employers to drop their current health plans; 
 Liability “reforms” intended to ensure trial lawyers do not have their compensation reduced, 
rather than meaningful changes that would reduce the cost of health care by eliminating wasteful 
defensive medicine practices; 
 Establishment of a bureaucrat-run health Exchange that would abolish the private market for 
individual insurance outside the Exchange—and could evolve into a single-payer approach due to 
the Exchange’s ability to cannibalize existing employer plans; 
 Creation of a new government board, the “Health Benefits Advisory Committee,” that would 
empower federal bureaucrats to impose new mandates on individuals and insurance carriers; 
 Taxation of individuals who do not purchase a level of health coverage that meets the diktats of a 
board of bureaucrats—including those who cannot afford the coverage options provided; 
 New, job-killing taxes—$135 billion worth—on employers who cannot afford to provide their 
workers health insurance, resulting in up to 5.5 million lost jobs, according to a model developed 
by President Obama’s chief economic advisor; 
 Penalties as high as $500,000 on employers who make honest mistakes when filing paperwork 
with the government health board—which would likely dissuade businesses from continuing to 
provide coverage, increasing enrollment in the bureaucrat-run Exchange; 
 “Low-income” health insurance subsidies to a family of four making up to $88,200; 
 Arbitrary and harmful cuts to popular Medicare Advantage plans that would result in millions of 
seniors losing their current health coverage; and 
 Expanded price controls on pharmaceutical products that would discourage companies from 
producing life-saving breakthrough treatments. 
SUMMARY
Division A—Affordable Health Care Choices
This division would create a new entitlement—a government-run health plan causing as many as 114 
million Americans to lose their current coverage—intended to provide all Americans with “affordable” 
health insurance.  The bill also imposes new mandates and regulations on individual and employer-
sponsored health insurance, while raising taxes on businesses who do not offer coverage and individuals 
who do not purchase coverage meeting federal bureaucrats’ standards.  Details of the division include: 
Immediate Reforms 
In an attempt to disguise the fact that the bill’s coverage expansions do not take effect until 2013, the bill 
includes several provisions intended to provide immediate benefits, including: 
High-Risk Pools:  The bill appropriates $5 billion for a national temporary high-risk pool program, 
scheduled to take effect in January 2010 and terminate at such time the Exchange is established.  Eligible 
individuals would include those denied individual health coverage due to pre-existing conditions, as well 
as those eligible for guaranteed issue coverage under the Health Insurance Portability and Accountability 
Act (HIPAA).  The bill sets benefit parameters, including a maximum premium of 125 percent of an 
individual health insurance policy, little variation in rates for age, and deductible and cost-sharing levels.  
While supporting the concept of high-risk pools, Members may question the need for a national program 
to supplant existing State-based risk pools—and further question the need for the bill’s new mandates 
and bureaucracies in the years after the Exchange is created if Democrats agree that risk pools can 
provide quality coverage to those with pre-existing conditions.   
Price Controls:  Beginning in 2010, the bill requires insurers with a ratio of total medical expenses to 
overall costs (i.e. a medical loss ratio), of less than 85 percent to offer rebates to beneficiaries.  Some 
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Members may view this provision as a government-imposed price control, one that could be viewed as 
ignoring the advice of Administration advisor Ezekiel Emanuel, who wrote that “some administrative [i.e. 
non-claims] costs are not only necessary but beneficial.”  Some Members may also be concerned that 
such price controls, by requiring plans to pay out most of their premiums in medical claims, would give 
carriers a strong (and perverse) disincentive not to improve the health of their enrollees through 
prevention and wellness initiatives—as doing so would reduce the percentage of spending paid on actual 
claims below the bureaucrat-acceptable limits.  The bill would also “require health insurance issuers to 
submit a justification for any premium increases” in advance. 
Rescissions; Dependent Coverage:  Beginning in July 2010, insurers could rescind policies “only upon 
clear and convincing evidence of fraud…under procedures that provide for independent, external third-
party review.”  Beginning in January 2010, insurers that provide dependent coverage to beneficiaries 
would be required to cover all dependents under age 27. 
Pre-Existing Condition Exclusions:  Beginning in January 2010, the bill reduces pre-existing limitation 
exclusions by nine months, and shortens the “look-back” window for determining such exclusions from 
six months before enrollment to 30 days before enrollment.  While supporting efforts such as high-risk 
pools to allow individuals with pre-existing conditions to obtain coverage, some Members may be 
concerned that these provisions could raise premiums for employers, potentially prompting some to drop 
coverage entirely.   
Other Insurance Restrictions:  Beginning in January 2010, the bill prohibits domestic violence from 
being considered a pre-existing condition in the few States that do not already prohibit this practice, 
requires coverage of outpatient treatments for children’s congenital deformities, and eliminates lifetime 
aggregate limits on coverage.  Also includes language requiring the Secretary to undertake a program of 
administrative simplification designed to ensure the rapid processing of claims and other related data. 
Retiree Coverage:  Beginning on the date of enactment, the bill prohibits group health plans from 
“reducing the benefits provided under the plan to a retired participant, or beneficiary of such participant” 
after the worker retires “unless such restriction is also made with respect to active participants.”  Some 
Members may be concerned that this provision, by restricting employers’ flexibility to adjust retiree health 
coverage, may encourage firms to drop their health plans entirely—undermining the argument that “If 
you like your current plan, you can keep it.” 
Reinsurance for Pre-Medicare Retirees:  Beginning 90 days after enactment, the bill would 
appropriate $10 billion to finance reinsurance payments to employers (including multiemployer and other 
union plans) who offer coverage to retired workers aged 55 to 64 who are not eligible for Medicare.  The 
Trust Fund would pay 80 percent of claim costs for all retiree claims exceeding $15,000, subject to a 
maximum of $90,000; payments must be used to reduce overall insurance premiums or other out-of-
pocket costs.  Some Members may be concerned that such reinsurance programs, by providing federal 
reimbursement of high-cost claims, would serve as a disincentive for employers to monitor the health 
status of their enrollees.   
Expanded Federal COBRA Mandates:  Upon enactment, H.R. 3962 imposes a new unfunded mandate 
on businesses, by requiring an extension of COBRA coverage until such time as subsidies in the Exchange 
become available.  As individuals electing COBRA coverage have been documented to have health costs 
45 percent higher than those of active employees, this provision would raise costs for businesses—as well 
as premiums paid by current employees—while encouraging firms to drop coverage entirely to avoid the 
expanded federal mandates. 
Grant Programs:  Creates two new grant programs—one providing grants of up to $50,000 to offset 
half the cost of small employers’ wellness programs, and the second funding grants for various State-
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based access initiatives, including insurance Exchanges, reinsurance programs, purchasing collaboratives, 
and other similar strategies. 
Coverage Expansions and Regulations 
Abolition of Private Insurance Market:  The bill imposes new regulations on all health insurance 
offerings, with only limited exceptions.  Existing individual market policies could remain in effect—but 
only so long as the carrier “does not change any of its terms and conditions, including benefits and cost-
sharing,” as determined by the new Health Choices Commissioner, once the bill takes effect.  This 
provision would prohibit these plans from adding new, innovative, and breakthrough treatments as 
covered benefits, and would ensure that plans’ risk pools can only get older and sicker, putting these 
plans at a significant disadvantage to those operating under the government-run Exchange.  Some 
Members may be concerned that this provision would effectively prohibit individuals from keeping their 
current coverage, as few carriers would be able to abide by these restrictions without cancelling current 
enrollees’ plans.  
With the exception of grandfathered individual plans with the numerous restrictions imposed as outlined 
above, insurance purchased on the individual market “may only be offered” until the Exchange comes 
into effect.  Some Members may be concerned by this outright abolition of the private market for 
individual health insurance, requiring all coverage to be purchased through the bureaucrat-run Exchange. 
Employer coverage shall be considered exempt from the additional federal mandates, but only for a five 
year “grace period”—after which all the bill’s mandates shall apply.  Some Members may be concerned 
first that this provision, by applying new federal mandates and regulations to employer-sponsored 
coverage, would increase health costs for businesses and their workers, and second that, by tying the 
hands of businesses, this provision would have the effect of encouraging employers to drop existing 
coverage, leaving their employees to join the government-run health plan. 
Insurance Restrictions:  The bill would require both insurance carriers and employer health plans to 
accept all applicants without conditions, regardless of the applicant’s health status, beginning in 2013.   
In addition, carriers could vary premiums solely based upon family structure, geography, and age; 
insurance companies could not vary premiums by age by more than 2 to 1 (i.e., charge older individuals 
more than twice younger applicants).  As surveys have indicated that average premiums for individuals 
aged 18-24 are nearly one-quarter the average premium paid by individuals aged 60-64, some Members 
may be concerned that the very narrow age variations would function as a significant transfer of wealth 
from younger to older Americans—and by raising premiums for young and healthy individuals, may 
discourage their purchase of insurance.  Some Members, noting that the bill does not permit premiums to 
vary based upon benefits provided—i.e. differing cost-sharing levels—may therefore question how the 
bill’s regulatory regime would provide any variation from “one size fits all” offerings.
The bill requires plans to comply with to-be-developed standards ending “discrimination in health benefits 
or benefit structures” for applicable plans, “building from” existing law requirements under the Employee 
Retirement Income Security Act (ERISA) governing group health coverage.  Some Members may view 
these additional bureaucratic provisions as an invitation for costly lawsuits regarding perceived 
discrimination that would do little to improve Americans’ health—and much to raise health costs. 
The bill also requires health insurance plans to notify members at least 90 days in advance of any
change in benefits coverage, and to “meet such standards respecting provider networks as the 
Commissioner may establish”—which some Members may construe as allowing bureaucrats to regulate 
access to doctors and reject any (or all) private health insurance offering on the grounds that its network 
access is insufficient.  Conversely, the government-run plan is significantly advantaged because it would 
be automatically approved within the Exchange without subjecting its provider networks to scrutiny.  
Further, many may be concerned that these network adequacy provisions, when coupled with language 
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in the bill requiring that a plan that includes abortion be made available in every region, could lead to 
mandates to “protect” access to abortion services (such as the establishment of abortion clinics)—or that 
all private employers include abortion clinics in their networks for them to be considered “adequate.”   
Benefits Package:  The bill prohibits all qualified plans from imposing cost-sharing on preventive 
services, as well as annual or lifetime limits on benefits.  As more than half of all individuals currently 
enrolled in group health plans have some form of lifetime maximum on their benefits, some Members 
may be concerned that these additional mandates would increase costs and discourage the take-up for 
insurance.  Some Members may also be concerned that the bill’s provisions insulating individuals from the 
price of their health care would raise overall health costs—exactly the opposite of the legislation’s 
supposed purpose. 
Annual cost-sharing would be limited to $5,000 per individual or $10,000 per family, with limits indexed 
to general inflation (i.e. not medical inflation) annually.  Benefits must cover 70 percent of total health 
expenses regardless of the cost sharing.  Services mandated fall into ten categories: hospitalization; 
outpatient hospital and clinic services; professional services; physician-administered supplies and 
equipment; prescription drugs; rehabilitative and habilitative services; mental health services; preventive 
services; maternity benefits; well child care “for children under 21 years of age;” and durable medical 
equipment.  The bill also requires coverage of domestic violence counseling, and includes a study to 
examine the inclusion of oral health in the benefits package, but prohibits mandatory coverage of 
abortion under any circumstance. 
Benefits Committee:  The bill establishes a new government health board called the “Health Benefits 
Advisory Committee,” chaired by the Surgeon General, to make recommendations on minimum federal 
benefit standards and cost-sharing levels.  Up to eight of the Committee’s maximum 26 members may be 
federal employees, and a further nine would be Presidential appointees.   
The bill eliminates language in earlier drafts stating that Committee should “ensure that essential benefits 
coverage does not lead to rationing of health care.”  Some Members may view this change as an 
admission that the bureaucrats on the Advisory Committee—and the new government-run health plan—
would therefore deny access to life-saving services and treatments on cost grounds. 
Some Members may be concerned with federal bureaucrats having undue influence on the definition of 
insurance for purposes of the individual mandate. Members may also be concerned that the Committee 
could evolve into the type of Federal Health Board envisioned by former Senator Tom Daschle, who 
conceived that such an entity could dictate requirements that private health plans reject certain clinically 
effective treatments on cost grounds.   
Additional Requirements:  The bill would impose other requirements on insurance companies, 
including uniform marketing standards, grievance and appeals processes (both internal and external), 
transparency, and prompt claims payment—all of which would be subject to review by the new 
bureaucracy established through the Commissioner’s office.  The bill also requires insurers to make 
disclosures on plan documents in “plain language”—and directs the new federal Commissioner “to 
develop and issue guidance on best practices of plain language writing.”  In addition, the bill requires 
carriers using pharmaceutical benefit managers to provide the federal government with payment and 
sales information on a regular basis—proprietary information which some may be concerned would be 
disclosed to the public, confidentiality requirements notwithstanding. 
The bill requires plans to disseminate information regarding end-of-life planning, but does not pre-empt 
State laws regarding advanced care planning and assisted suicide.  Because laws in States like Oregon 
and Washington explicitly forbid the term assisted suicide, choosing instead to call euthanasia “dying with 
dignity,” some Members may be concerned that such States could be permitted to distribute materials 
about assisted suicide options.   
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New Bureaucracy:  The bill establishes a new government agency, the “Health Choices Administration,” 
governed by a Commissioner.  The Administration would be charged with governing the Exchange, 
enforcing plan standards, and distributing taxpayer-funded subsidies to purchase health insurance to 
anyone with incomes below four times the federal poverty level ($88,200 for a family of four).  The 
Commissioner would be empowered to impose the same sanctions—including civil monetary penalties, 
suspension of enrollment of individuals in the plan, and/or suspension of credit payments to plans—
granted to the Centers for Medicare and Medicaid Services with respect to Medicare Advantage plans.  
Some Members may be concerned that the bill’s provisions permitting federal bureaucrats to interfere in 
the enrollment of private individuals in ostensibly private health insurance plans confirms the over-
arching nature of the government takeover of insurance contemplated in the bill.  
The bill requires the Commissioner to conduct audits of health benefits plans in conjunction with States, 
and further authorizes the Commissioner to “recoup from qualified health benefits plans reimbursement 
for the costs of such examinations.”  Some Members may be concerned these provisions could lead to 
overlapping and duplicative requirements on private businesses—as well as higher costs due to 
inspections by a “health care police,” which businesses themselves would have to finance. 
Pre-Emption:  The bill makes clear that its additional mandates and regulations “do not supersede any 
requirements” under existing law, “except insofar as such requirements prevent the application of a 
requirement” in the bill.  The bill also makes clear that existing State private rights of action would apply 
to plans as currently permitted under existing law—and would further apply State private rights of action 
to all employers who purchase health coverage through the Exchange, effectively eviscerating ERISA pre-
emption offered to these employers.  Many may be concerned that these additional mandates, and the 
duplicative layers of regulation they create, would raise costs and encourage additional employers to drop 
their existing coverage offerings. 
Whistleblower Provisions:  The bill establishes whistleblower protections against employees who file 
complaints regarding actual or potential violations of the Act’s provisions, and permits employees to bring 
actions for damages under provisions in the Consumer Product Safety Act.  Some Members may be 
concerned that these provisions would increase the number of lawsuits filed against firms by disgruntled 
employees, raising the cost of health care—exactly the opposite effect of the bill’s purported goal. 
Lawsuits by State Attorneys General:  The bill permits any State attorney general to bring civil 
actions in State courts on behalf of any resident of that State “for violation of any provisions of this title 
or regulations thereunder.”  Many may be concerned that this new provision would further expand the 
scope of lawsuits that would raise costs, and further encourage employers to drop coverage entirely, 
rather than dealing with possible lawsuits filed by each of the 50 State attorneys general. 
State Laws on Abortion; Conscience: Language in the bill appears to prevent State laws from being 
overturned and benefits plans from discriminating against health care providers because of their 
willingness or unwillingness to “provide, pay for, provide coverage of, or refer for abortions.”  However it 
is unclear how federal bureaucrats might interpret these provisions.  Additionally, as it is extremely likely 
that contraception will be mandated under the federal minimum benefits package, many may want this 
conscience protection expanded to include contraception in order to protect health care providers with 
moral objections to the provision of or referral for contraceptive coverage. 
Anti-Trust Exemption:  The bill repeals portions of the McCarran-Ferguson Act regarding insurance 
companies’ anti-trust exemption, prohibiting collusion or other monopoly conduct except in cases of 
sharing historical data, performing actuarial services, and gathering information to set rates.  Particularly 
as the Congressional Budget Office found that repealing insurers’ anti-trust exemption would have no 
meaningful impact on insurance premiums—and could actually result in premium increases—many may 
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be concerned by what appears to be an attempt by the Democrat majority to extract political retribution 
on health insurance companies for failing sufficiently to support their government takeover of health care. 
Creation of Exchange:  The bill creates within the federal government a nationwide Health Insurance 
Exchange.  Uninsured individuals would be eligible to purchase an Exchange plan, as would those whose 
existing employer coverage is deemed “insufficient” by the federal government.  Once deemed eligible to 
enroll in the Exchange, individuals would be permitted to remain in the Exchange until becoming 
Medicare-eligible—a provision that would likely result in a significant and permanent migration of 
individuals into the bureaucrat-run Exchange over time.  New Medicaid beneficiaries may enroll in 
Exchange plans, but may not enroll in Medicaid while in an Exchange plan. 
Employers with 25 or fewer employees would be permitted to join the Exchange in its first year, with 
employers with 25-50 employees permitted to join in its second year.  Employers with fewer than 100 
employees would be permitted to enroll in the third year, and all employers would also be eligible to join, 
if permitted to do so by the Commissioner.  Many may note the limits on employer eligibility are 
significantly higher than in H.R. 3200, thus expanding the scope of the government-run Exchange. 
One or more States could establish their own Exchanges, provided that no more than one Exchange 
operates in any State.  However, the federal Commissioner would retain enforcement authority, and 
further could terminate the State Exchange at any time if the Commissioner determines the State “is no 
longer capable of carrying out such functions in accordance with the requirements of this subtitle.” 
The bill would further require the Commissioner to negotiate premium levels with insurance companies, 
requiring the denial of “excessive premiums and premium increases” (terms undefined) and permitting 
the Commissioner to waive federal acquisition regulations in the process.  Many may be concerned first 
that this provision would further increase the role of federal bureaucrats in micro-managing private 
insurance companies, and second would permit the Commissioner to deny all private plans access to the 
Exchange for the mere reason that an Administration desires to enroll all Americans in the government-
run health plan. 
Abortion and the Exchange: The bill would require coverage for abortion by at least one insurance 
plan offered in the Exchange.  This mandate would be a significant expansion from current federal
regulations on insurance coverage, which state that, “Health insurance benefits for abortion, except 
where the life of the mother would be endangered if the fetus were carried to term or where medical 
complications have arisen from an abortion, are not required to be paid by an employer.”  While the bill 
would also require one plan that does not cover abortions to be offered in the Exchanges, many may be 
concerned that the new mandate to abortion access could in turn lead to federal actions to “protect” 
access to abortions—such as mandates for abortion clinics, drugs, etc. 
The bill specifically permits taxpayer subsidies to flow to private health plans that include abortion, but 
creates an accounting scheme designed to designate private dollars as abortion dollars and public dollars 
as non-abortion dollars.  Specifically, these provisions claim to segregate public funds from abortion 
coverage and would allegedly prevent funds used on abortion from being considered when determining 
whether plans meet federal actuarial standards. 
However, press reports have been skeptical about whether and how this accounting mechanism would 
prevent federal funding of abortions.  The accounting scheme has likewise been rejected by pro-life 
organizations, which recognize it as a clear departure from long-standing federal policy against funding  
plans covering abortion (e.g., Federal Employee Health Benefits Program, Medicaid, SCHIP, etc.).  Many 
may believe that the only way to prevent fungible federal funds from subsidizing abortion coverage is to 
prevent plans whose beneficiaries receive federal subsidies from covering abortions.  To that end, many 
may note that insurance plans within the FEHBP have been prohibited from offering abortion coverage 
since 1995, and federal employees have expressed strong satisfaction with their choice of plan options. 
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Exchange Benefit Standards:  The bill requires the Commissioner to establish benefit standards for 
Exchange plans—basic (covering 70 percent of expenses), enhanced (85 percent of expenses), premium 
(95 percent of expenses), and premium-plus (premium coverage plus additional benefits for an 
enumerated supplemental premium).  Cost-sharing may be permitted to vary by only 10 percent for each 
benefit category, such that a standard providing for a $20 co-payment would allow plans to define co-
payments within a range of $18-22.  Some Members may be concerned that these onerous, bureaucrat-
imposed standards would hinder the introduction of innovative models to improve enrollees’ health and 
wellness—and by insulating individuals from the cost of health services, could raise health care costs. 
State Benefit Mandates:  State benefit mandates would continue to apply to plans offered through the 
Exchange—but only if the State agrees to reimburse the Exchange for the increase in low-income 
subsidies provided to individuals as a result of an increase in the basic premium rate attributable to the 
benefit mandates.   
Requirements on Exchange Plans:  The bill requires plans offered in the Exchange to be State-
licensed; plans shall also be required to contract with certain provider entities and must include “culturally 
and linguistically appropriate services and communications.”  Carriers also may not “use coercive 
practices to force providers not to contract with other entities” offering coverage through the Exchange.  
However, the bill places no such prohibitions on the government-run plan, thus permitting the 
Department of Health and Human Services to use its authority to set conditions of participation in a way 
that would undercut private insurance plans and effectively drive them out of business. 
The bill gives the Commissioner the power to reduce out-of-network co-payments if the Commissioner 
determines a plan’s network is inadequate, turning the plan into a fragmented and archaic fee-for-service 
delivery model that does nothing to coordinate care.  The Commissioner also has authority to impose 
monetary sanctions, prohibit plans from enrolling new individuals, or terminate contracts. 
Enrollment:  The bill requires the Commissioner to engage in outreach regarding enrollment, establish 
enrollment periods, and disseminate information about plan choices.  The Commissioner is required to 
develop an auto-enrollment process for subsidy-eligible individuals who do not choose a plan.  Some 
Members may note that nothing in the bill prohibits the Commissioner from auto-enrolling all 
individuals in the government-run plan—thus creating a single-payer system through 
bureaucratic fiat.
The bill includes language requiring participants in Exchange plans to pay premiums directly to the plans 
themselves, and not through the Exchange.  Some Members may view this provision as being inserted 
because the Congressional Budget Office would score premiums to insurance carriers routed through 
governmental entities (i.e. Exchanges) as part of the federal budget—and therefore an attempt to mask 
the true nature of the government takeover of health care the legislation contemplates. 
Newborns born in the United States who are “not otherwise covered under acceptable coverage” shall 
automatically be enrolled in Medicaid; SCHIP eligible children shall be enrolled through the Exchange.  
The bill provides for individuals in new Medicaid expansion populations to join the Exchange, if they so 
choose; beneficiaries failing to choose an Exchange plan would be enrolled in Medicaid—and existing 
Medicaid beneficiaries would not be given a choice to enroll in Exchange plans.   
Risk Pooling:  The bill requires the Commissioner to establish “a mechanism whereby there is an 
adjustment made of the premium amounts payable” to plans to reflect differing risk profiles in a manner 
that minimizes adverse selection—and allows the Commissioner to determine all of the details of this 
mechanism. 
Page 8 of 30 97
Trust Fund:  The bill creates a Trust Fund for the Exchange, and permits “such amounts as the 
Commissioner determines are necessary” to be transferred from the Trust Fund to finance the Exchange’s 
operations.  The Trust Fund would collect amounts received from taxes by individuals not complying with 
the individual mandate, employers failing to provide adequate health coverage, and general government 
appropriations.  Some Members may be concerned that this open-ended source of appropriations for the 
bureaucrat-run Exchange would by definition constitute unfair competition against employer-provided 
insurance. 
Interstate Compacts:  Beginning in 2015, the bill permits multiple States to form “Health Care Choice 
Compacts” to buy health insurance across State lines, requires the Secretary and the National Association 
of Insurance Commissioners to develop model guidelines for same.  Individuals would maintain the right 
to bring legal claims in their State of residence, and States would receive grants of up to $1 million 
annually to regulate coverage sold in secondary States.  Some may note that these compact provisions 
would not address the issue of State benefit mandates that raise the cost of health insurance coverage—
and the bill as a whole would increase the size and scope of mandates placed on plans, further raising 
their cost. 
Insurance Co-Operatives: The bill establishes a Consumer Operated and Oriented Plan (CO-OP) 
program to provide grants or loans for the establishment of non-profit insurance cooperatives to be 
offered through the Exchange, but does not require States to establish such cooperatives.  The bill 
authorizes $5 billion in appropriations for start-up loans or grants to help meet state solvency 
requirements.  Some Members may be concerned that cooperatives funded through federal start-up 
grants would in time require ongoing federal subsidies, and that a “Fannie Med” co-op would do for 
health care what Fannie Mae and Freddie Mac have done for the housing sector. 
Government-Run Health Plan:  The bill requires the Department of Health and Human Services to 
establish a “public health insurance option” that “shall only be made available through the Health 
Insurance Exchange.”  The bill states the plan shall comply with requirements related to other Exchange 
plans, and offer basic, enhanced, and premium plan options.  However, the bill does not limit the number 
of government-run plans nor does it give the Exchange the authority to reject, sanction, or terminate the 
government-run plan; therefore, some Members may be concerned that the bill’s headings regarding a 
“level playing field” belie the reality of the plain text.
The government-run plan would be empowered to collect individuals’ personal health information, posting 
a significant privacy risk to all Americans.  The government-run plan would have access to federal courts 
for enforcement actions—a significant advantage over private insurance plans, whose enrollees may only 
sue in State courts. 
The bill gives the government-run health plans $2 billion in “start-up funds”—as well as access to 90 
days’ worth of premiums as “reserves”—from the Treasury, with repayment—not including interest—to be 
made over a 10-year period.  The bill requires the Secretary to establish premium rates that can fully 
finance the cost of benefits, administrative costs, and “an appropriate amount for a contingency margin” 
as developed by the Secretary.  Some Members may be concerned that this provision would allow the 
Secretary to determine the plan’s own capital reserve requirements, which could be significantly less than 
those imposed on private insurance carriers under State law, and question why Democrats who criticized 
banks for maintaining insufficient reserves are now permitting a government-run health plan to do the 
exact same thing—unless their motive is to give the government-run health plan a built-in bias. 
While the bill includes a new provision stating that the government-run plan shall not receive “any federal 
funds for purposes of insolvency,” many may point to the recent examples of Fannie Mae and Freddie 
Mac as evidence that no government-run health plan—which experts all agree would enroll several million 
Americans at minimum—would ever be permitted to fail without a federal bailout. 
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While the Secretary would be required to “negotiate” reimbursement rates with doctors and hospitals, 
nothing in the bill prohibits the Secretary from using such negotiation to impose Medicare 
reimbursement levels on providers as part of a government-imposed “negotiation.”  Should 
such a scenario occur, the Lewin Group has estimated that as many as 114 million individuals could lose 
access to their current coverage under a government-run plan—and that a government-run plan 
reimbursing at Medicare rates would actually result in a net $16,207 decrease in reimbursements per 
physician per year, even after accounting for the newly insured. 
The bill requires Medicare providers, including physicians, to participate in the government-run plan 
unless they opt-out of said participation, and provides that all providers who accept the government-run 
plan’s reimbursement rates shall be considered “preferred physicians”—regardless of their quality or 
expertise—and creates a new category of “participating, non-preferred physicians” who agree to abide by 
balance billing requirements similar to those in Medicare.  Other providers may participate in the 
government-run plan only if they agree to accept the plan’s reimbursement rates as payment in full. 
Some Members may be concerned that these provisions would therefore compel providers to accept 
lower reimbursements by the government-run plan in order to garner the government’s approval.  
The bill requires the Secretary to “establish conditions of participation for health care providers” under 
the government-run plan—however it includes no guidance or conditions under which the Secretary must 
establish those conditions.  Many Members may be concerned that the bill would allow the Secretary to 
prohibit doctors from participating in other health plans as a condition of participation in the government-
run plan—a way to co-opt existing provider networks and subvert private health coverage.   
The bill also allows the Secretary to apply Medicare anti-fraud provisions to the government-run plan.  
Some Members, noting that Medicare has been placed on the Government Accountability Office’s high-
risk list since 1990 due to fraud payments totaling more than $10 billion annually, may question whether 
these provisions would be sufficient to prevent similar massive amounts of fraud from the government-
run plan.  
Finally, the bill also permits—but does not require—Members of Congress to enroll in the 
government-run health plan.  Many may question why a Democrat majority insistent on creating a 
government-run health plan causing millions of Americans to lose their current coverage is not sufficiently 
confident in its superiority that they would not want to commit themselves to enrolling in it. 
“Low-Income” Subsidies:  The bill provides for “affordability credits” through the Exchange—and only 
through the Exchange, again putting employer health plans at a disadvantage.  Subsidies could be used 
only for basic plans in the first two years, but all plans thereafter.  Individuals with access to employer-
sponsored insurance whose group premium costs would exceed 12 percent of adjusted gross income 
would be eligible for subsidies. 
The bill provides that the Commissioner may authorize State Medicaid agencies—as well as other “public 
entit[ies]”—to make determinations of eligibility for subsidies and exempts the subsidy regime from the 
five-year waiting period on federal benefits established as part of the 1996 welfare reform law (P.L. 104-
193), giving individuals a strong incentive to emigrate to the United States in order to obtain subsidized 
health benefits without a waiting period.  Despite the bill’s purported prohibition on payments to 
immigrants not lawfully present, and the insertion of a citizenship verification regime based upon that 
enacted in this year’s SCHIP reauthorization (P.L. 111-3), some may be concerned that the provisions as 
drafted would not require individuals to verify their identity when confirming eligibility for subsidies—
encouraging identity fraud while still permitting undocumented immigrants and other ineligible individuals 
from obtaining taxpayer-subsidized benefits. 
Premium subsidies provided would be determined on a six-tier sliding scale, such that individuals with 
incomes under 150 percent of the Federal Poverty Level (FPL, $33,075 for a family of four in 2009) would 
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be expected to pay 1.5 percent of their income, while individuals with incomes at 400 percent FPL 
($88,200 for a family of four) would be expected to pay 12 percent of their income.  Subsidies would be 
capped at the average premium for the three lowest-cost basic plans, and would be indexed to maintain 
a constant percentage of total premium costs paid by the government.  Members may also note that as 
subsidies would be based on adjusted gross income, individuals with total incomes well in excess of the 
AGI threshold could qualify for subsidies—such that a family of four with $100,000 of total earnings could 
qualify for subsidies if $12,000 of that income was placed in a 401(k) plan and therefore not counted for 
purposes of calculating the AGI limits. 
The bill further provides for cost-sharing subsidies, such that individuals with incomes under 150 percent 
FPL would be covered for 97 percent of expenses, while individuals with incomes at 400 percent FPL 
would have a basic plan covering 70 percent (the statutory minimum).  Some Members may be 
concerned that these rich benefit packages, in addition to raising subsidy costs for the federal 
government, would insulate plan participants from the effects of higher health spending, resulting in an 
increase in overall health costs—exactly the opposite of the bill’s purported purpose. 
Income for determining subsidy levels would be verified through the Treasury Department and the 
Internal Revenue Service.  The bill provides for self-reporting of changes in income that could affect 
eligibility for benefits—provisions that could invite fraud by individuals seeking to claim additional 
benefits.
“Pay-or-Play” Mandate on Employers:  In order to meet acceptable coverage standards, the bill 
requires that employers offer coverage, and contribute to such coverage at least 72.5 percent of the cost 
of a basic individual policy—as defined by the bureaucrats on the Health Benefits Advisory Council—and 
at least 65 percent of the cost of a basic family policy, for full-time employees.  Employers must also 
auto-enroll their employees in group coverage, with an appropriate opt-out mechanism, in order to 
comply with the mandate.  The bill further extends the employer mandate to part-time employees, with 
contribution levels to be determined by the Commissioner, and mandates that any health care 
contribution “for which there is a corresponding reduction in the compensation of the employee” will not 
comply with the mandate—which many Members may be concerned will increase overall costs for 
employers, encouraging them to lay off workers.
Employers must comply with the mandate by “paying” a tax of 8 percent of wages in lieu of “playing” by 
offering benefits that meet the criteria above.  In addition, beginning in the Exchange’s second year, 
employers whose workers choose to purchase coverage through the Exchange would be forced to pay 
the 8 percent tax to finance their workers’ Exchange policy—even if they offer other coverage to their 
employees.   
The bill includes a limited exemption for small businesses from the employer mandate—those with total 
payroll under $500,000 annually would be exempt, and those with payrolls of between $500,000 and 
$750,000 would be subjected to lower tax penalties (2-6 percent, as opposed to 8 percent for firms with 
payrolls over $750,000).  However, as these limits are not indexed for inflation, the threshold amounts 
would likely become increasingly irrelevant over time, as virtually all employers would be subjected to the 
8 percent payroll tax. 
The bill amends ERISA to require the Secretary of Labor to conduct regular plan audits and “conduct 
investigations” and audits “to discover non-compliance” with the mandate.  The bill provides a further 
penalty of $100 per employee per day for non-compliance with the “pay-or-play” mandate—subject only 
to a limit of $500,000 for unintentional failures on the part of the employer. 
Some Members may be concerned that the bill would impose added costs on businesses with respect to 
both their payroll and administrative overhead.  Given that an economic model developed by Council of 
Economic Advisors Chair Christina Romer found that an employer mandate could result in the loss of up 
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to 5.5 million jobs, some Members may oppose any effort to impose new taxes on businesses, 
particularly during a recession.  Some Members may find the small business exemption insufficient—no 
matter at what level it would be set—since the threshold level could always be modified in the future to 
finance shortfalls in the government-run plans, and result in negative effects at the margins (e.g. a 
restaurant owner not hiring an additional worker—or increasing wages—if such actions would eliminate 
his small business exemption and subject him to an 8 percent payroll tax).  Some Members may also be 
concerned that the bill’s mandates—coupled with a potential new $500,000 tax on small businesses for 
even unintentional deviations from federal bureaucratic diktats—would effectively encourage employers 
to drop their existing coverage due to fear of inadvertent penalties, resulting in more individuals losing 
access to their current plans and being forced into the government-run health plan. 
Individual Mandate:  The bill places a tax on individuals who do not purchase “acceptable health care 
coverage,” as defined by the bureaucratic standards in the bill.  The tax would constitute 2.5 percent of 
adjusted gross income, up to the amount of the national average premium through the Exchange.  The 
tax would not apply to dependent filers, non-resident aliens, individuals resident outside the United 
States, and those exempted on religious grounds.  “Acceptable coverage” includes qualified Exchange 
plans, “grandfathered” individual and group health plans, Medicare and Medicaid plans, and military and 
veterans’ benefits. 
Some Members may note that for individuals with incomes of under $100,000, the cost of complying with 
the mandate would be under $2,000—raising questions of how effective the mandate will be, as paying 
the tax would in many cases cost less than purchasing an insurance policy.  Despite, or perhaps because 
of, this fact, some Members may be concerned that the bill language does not include a clear affordability 
exemption from the mandate; thus, if the many benefit mandates imposed raise premiums so as to make 
coverage less affordable for many Americans, they will have no choice but to pay an additional tax as 
their “penalty” for not being able to afford coverage.  Therefore, some Members may agree with then-
Senator Barack Obama, who in a February 2008 debate pointed out that in Massachusetts, the one State 
with an individual mandate, “there are people who are paying fines and still can’t afford [health 
insurance], so now they’re worse off than they were.  They don’t have health insurance and they’re 
paying a fine.”  Thus this provision would not only violate then-Senator Obama’s opposition to an 
individual mandate to purchase insurance—it would also violate his pledge not to raise taxes on 
individuals making under $250,000.
Small Business Tax Credit:  The bill provides a health insurance tax credit for small businesses, equal 
to 50 percent of the cost of coverage for firms where the average employee compensation is less than 
$20,000, establishing a perverse incentive to keep wages low.  Firms with 10 or fewer employees are 
eligible for the full credit, which phases out entirely for firms with more than 25 workers.  Individuals with 
incomes of over $80,000 do not count for purposes of determining the credit amount.  Some Members 
may question how an individual making $80,000 could qualify as “highly-compensated” for purposes of 
the small business tax credit, but—if in a family of four—would be eligible for “low-income” subsidies 
available to families with incomes under $88,200 per year. 
Tax Increases 
Taxes on Health Plans:  The bill prohibits the reimbursement of over-the-counter pharmaceuticals 
from Health Savings Accounts (HSAs), Medical Savings Accounts, Flexible Spending Arrangements (FSAs), 
and Health Reimbursement Arrangements (HRAs), and increases the penalties for non-qualified HSA 
withdrawals from 10 percent to 20 percent, effective in 2011.  Because these savings vehicles are tax-
preferred, adopting these provisions would raise taxes by $6.3 billion over ten years, according to the 
Joint Committee on Taxation. 
H.R. 3962 would place a cap on FSA contributions, beginning in 2012; contributions could only total 
$2,500 per year, subject to annual adjustments linked to the growth in general (not medical) inflation. 
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Members may be concerned that these provisions would first raise taxes by $13.3 billion, and second—by 
imposing additional restrictions on health savings vehicles popular with tens of millions of Americans—
undermine the promise that “If you like your current coverage, you can keep it.”  At least 8 million 
individuals hold insurance policies eligible for HSAs, and millions more participate in FSAs.  All these 
individuals would be subject to additional coverage restrictions—and tax increases—under this provision. 
The bill also repeals the current-law tax deductibility of subsidies provided to companies offering 
prescription drug coverage to retirees, raising taxes by $3 billion.  Many may be concerned that this 
provision would lead to companies dropping their current coverage as a result.   
Taxes on Health Products:  H.R. 3962 would impose a 2.5 percent excise tax on medical devices, 
beginning in 2013, raising taxes by $20 billion.  Many may echo the concerns of the Congressional 
Budget Office, and other independent experts, who have confirmed that this tax would be passed on to 
consumers in the form of higher prices—and ultimately higher premiums. 
Taxes on Small Businesses:  The bill also imposes a new 5.4 percent “surtax” on individuals with 
incomes over incomes over $500,000 and families with incomes greater than $1 million.  The tax would 
apply beginning in 2011. The Joint Committee on Taxation estimates that such provisions 
would raise taxes by $544 billion over ten years.  As more than half of all high-income filers are 
small businesses, many Members may be concerned that this provision would cripple small businesses 
and destroy jobs during a deep recession.   
Worldwide Interest:  The bill delays for an additional ten years the application of worldwide interest 
allocation provisions first enacted into law (but never implemented) in 2004, which JCT estimates would 
raise $26.1 billion over ten years.  Some Members may be concerned that, in addition to increasing taxes 
on businesses during a recession, further extension of these provisions would create undue uncertainty 
for many firms in an uncertain enough economic climate. 
Treaty Benefits:  The bill would limit the treaty benefits for certain deductible payments made by 
members of multinational entities in the U.S. that are controlled by foreign parent corporations in nations 
that hold tax treaties with the U.S.  The bill prohibits certain previously negotiated tax reductions on 
payments to foreign affiliates under current tax treaties.  Some Members may be concerned that this 
provision would violate previously negotiated treaties and impose higher taxes on foreign companies with 
affiliates that create jobs in the U.S.  Some Members may also be concerned this provision could harm 
U.S. business by spurring retaliatory acts from foreign companies.  JCT scores this provision as raising 
$7.5 billion over ten years. 
Economic Substance:  The bill codifies the economic substance doctrine—which is used to prohibit tax 
benefits on transactions that are deemed to lack “economic substance.”  The bill states that a transaction 
has economic substance only if the transaction changes the taxpayer’s “economic position” in “a 
meaningful way” and the taxpayer has a “substantial purpose” for entering into the transaction.  In 
addition, the bill would impose a 20 percent penalty on understatements attributable to a transaction 
lacking economic substance (40 percent in cases where certain facts are not disclosed).  Some Members 
may be concerned that this provision would impose new burdens of proof and new liability penalties on 
taxpayers for making routine business decisions related to taxes.  JCT scores this provision as raising 
$5.7 billion over ten years. 
Domestic Partner Benefits:  The bill extends current tax benefits for health insurance—including the 
exclusion from income and payroll taxes for participants in employer-sponsored coverage, the above-the-
line deduction for health insurance premiums paid by self-employed individuals, and FSAs and HRAs—to 
“eligible beneficiaries,” defined as “any individual who is eligible to receive benefits or coverage under an 
accident or health plan.”  Under current law, while employer-sponsored coverage provided to spouses 
and children is generally excluded from income, domestic partners do not qualify for similar treatment, as 
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the Internal Revenue Code does not classify them as dependents, and the Defense of Marriage Act (P.L. 
104-199) prohibits their classification as spouses.  This section would effectively expand the current-law 
health insurance tax benefits to domestic partners and their children, beginning in 2010; the provisions 
would reduce revenue by $4 billion over ten years, according to JCT. 
Division B—Medicare and Medicaid Provisions
This division contains a significant expansion of Medicaid, that imposes tens of billions of dollars in 
unfunded mandates on already-strapped States, cuts to Medicare Advantage plans that would cause 
millions of seniors to lose their current plans, and other expansions of the Medicare and Medicaid 
programs.  Details of the division include: 
Medicare Provisions 
Part A Market Basket Updates:  The bill freezes skilled nursing facility and inpatient rehabilitation 
facility payment rates for 2010.  The bill also incorporates an Administration proposal to reduce market 
basket updates to reflect productivity gains made throughout the entire economy, effective in 2010 and 
2011.  The bill permits the Centers for Medicare and Medicaid Services (CMS) to recalibrate and adjust 
the case mix factor for skilled nursing facility payments and to revise and reduce the payment system for 
non-therapy ancillary services at same, and extends moratoria on certain hospice payment regulations 
through Fiscal Year 2010.  
Disproportionate Share Hospital Payments: The bill requires a study of Medicare Disproportionate 
Share Hospital (DSH) payments’ effectiveness on reducing the number of uninsured individuals and 
directs the Secretary to reduce disproportionate share hospital (DSH) payments to hospitals, beginning in 
2017, by up to 50 percent if there is a reduction in the number of uninsured by 8 percentage points 
during the 2012-14 period. 
Physician Payment Provisions:  The bill omits provisions addressing the Sustainable Growth Rate 
(SGR) mechanism for Medicare physician payments, as the Democrat majority chose instead to include 
those provisions in stand-alone companion legislation (H.R. 3961) that would not pay for its more than 
$200 billion cost.  Many may view this attempt to omit costly provisions that would increase federal 
deficits from the main health care bill as a patently transparent budgetary gimmick. 
The bill provides for feedback mechanisms for physicians to review their billing and procedure practices 
compared to their peers, and includes bonus payments of 5 percent for physicians participating in 
counties within the lowest 5 percent of total Medicare spending for 2011 and 2012, extends incentive 
payments under the Physician Quality Reporting Initiative through 2011 and 2012, and requires 
ambulatory surgical centers to submit cost and quality data to CMS.  The bill reduces market basket 
updates for outpatient hospitals, ambulance services, laboratory services, and durable medical equipment 
not subject to competitive bidding to reflect productivity gains in the overall economy, increases the 
presumed utilization of imaging equipment—so as to reduce overall payment levels for imaging services—
includes provisions regarding oxygen suppliers, bond requirements, and election to take ownership of 
rented durable medical equipment.  The bill also establishes Medicare payment levels for follow-on 
biologics, equal to the average sales price plus a 6 percent dispensing fee. 
Hospital Re-Admissions:  The bill reduces payments to hospitals with higher-than-expected re-
admission rates based on their overall case mix, excluding planned or unrelated re-admissions.  The 
provision could reduce overall hospital payments by no more than 1 percent in 2012 and 5 percent in 
2015 and subsequent years.  Hospitals receiving more than 30 percent of their annual revenue from DSH 
funds would receive an increase in their DSH payments of up to 5 percent to provide for transitional 
services for patients post-discharge.  The bill provides for payment reductions of up to 1 percent for post-
acute care providers (i.e. skilled nursing facilities, inpatient rehabilitation facilities, home health agencies, 
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and long-term care hospitals) in instances where beneficiaries were readmitted within 30 days after 
discharge, and creates a pilot program for bundling post-acute care services.   
Home Health:  The bill freezes home health agency payment rates in 2010, accelerates the 
implementation of case mix changes for 2011, so as to reduce the effect of “up-coding” or changes to 
classification codes, and requires CMS to re-base the entire prospective payment classification system by 
2011—or reduce all home health payments by 5 percent.  The bill also reduces market basket updates for 
home health agencies to reflect productivity gains in the overall economy. 
Physician-Owned Hospitals:  The bill would essentially eliminate these innovative facilities by 
imposing additional restrictions on so-called specialty hospitals by limiting the “whole hospital” exemption 
against physician self-referral.  Specifically, the bill would only extend the exemption to facilities with a 
Medicare reimbursement arrangement in place as of January 1, 2009, such that any new specialty 
hospital—including those currently under development or construction—would not be eligible for the self-
referral exemption.  The bill would also place restrictions on the expansion of current specialty hospitals’ 
capacity, such that any existing specialty hospital would be unable to expand its facilities, except under 
limited circumstances.  Given the advances which physician-owned hospitals have made in increasing 
quality of care and decreasing patient infection rates, some Members may be concerned that these 
additional restrictions may impede the development of new innovations within the health care industry. 
Geographic Adjustment Factors:  The bill requires an Institute of Medicine study regarding the 
accuracy of Medicare geographic adjustment factors, as well as directions to the Secretary to revise 
geographic adjustment factors for Medicare payment systems in a way that would not result in an overall 
reduction in payment rates.  The bill provides $8 billion in funding from the Medicare Improvement Fund 
to provide payment increases addressing geographic disparities in reimbursement levels as recommended 
by the study—however, “hold harmless” provisions ensuring rural areas will only receive additional 
payments, and cannot have their payments decreased, apply only until 2014.
H.R. 3692 requires a second Institute of Medicine study regarding a new payment methodology regarding 
geographic variation in health care spending and promoting high value in health care, and requires the 
Institute to make recommendations by April 2011 for changes to Medicare reimbursement formulae in 
Parts A and B (exclusive of graduate medical education, DSH payments, and other add-ons) to reflect 
value in health care.  The Secretary of HHS would be required to convert the report into a series of 
deficit-neutral proposals to change Medicare payment policies to reflect the Institute’s recommendations.  
The bill provides for expedited procedures for the Secretary’s report to be considered by Congress, but 
grants the Secretary the authority to make these proposed changes unilaterally, unless Congress passes 
a joint resolution of disapproval by May 31, 2012. 
Many may be concerned by the prospect of unelected federal bureaucrats being given carte blanche
authority to remake the Medicare system, particularly as the bill does not prohibit federal 
bureaucrats from denying patients access to costly but effective treatments and services.
Many may view the provisions providing a Congressional vote largely irrelevant, as a two-thirds majority 
in both chambers would be required to overcome a near-certain veto by President Obama of a resolution 
disapproving his Administration’s own actions.  Moreover, there is nothing in these proposals that would 
prohibit the respective boards of bureaucrats from reducing—or even eliminating entirely—any temporary 
payment increases for rural providers.
Medicare Advantage:  The bill reduces Medicare Advantage (MA) payment benchmarks to traditional 
Medicare fee-for-service levels over a three-year period.  Some Members may be concerned that this 
arbitrary adjustment would reduce access for millions of seniors to MA plans that have brought additional 
benefits—undermining Democrats’ pledge that if Americans like the coverage they have, they will be able 
to keep it under health reform. 
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Even though no other Medicare provider is paid on the basis of quality, the bill provides for a quality 
improvement adjustment for MA plans in low spending counties with high MA enrollment of up to 5 
percent, based on re-admission rates, prevention quality, and other related measures.  Incentive 
payments would be available to the top quintile of plans, and the top quintile of most improved plans.  
However, the Secretary may disqualify plans as not highly ranked, irrespective of their quantitative 
performance, “if the Secretary has identified deficiencies in the plan’s compliance.”  The bill also requires 
CMS to make annual adjustments to MA plan payments to reflect differences in coding patterns between 
MA plans and government-run Medicare, and eliminates the three month open-enrollment period for 
Medicare Advantage plans, confining changes in enrollment to the period between November 1 and 
December 15.  The bill extends reasonable cost contract provisions through 2012, and limits CMS’ waiver 
authority for employer group MA plans unless 90 percent of enrollees reside in a county in which the MA 
organization offers an eligible plan. 
The bill imposes requirements on MA plans to offer cost-sharing no greater than that provided in 
government-run Medicare, and imposes price controls on MA plans, limiting their ability to offer 
innovative benefit packages.  Specifically, the bill requires MA plans to report their ratio of total medical 
expenses to overall costs (i.e. a medical loss ratio), requires plans with a medical loss ratio of less than 
85 percent to offer rebates to beneficiaries, prohibits plans with a medical loss ratio below 85 percent for 
three consecutive years from enrolling new beneficiaries, and excludes plans with a medical loss ratio 
below 85 percent for five consecutive years.  Particularly as the Government Accountability Office noted 
in a report on this issue that “there is no definitive standard for what a medical loss ratio should be,” 
some Members may be concerned about this attempt by federal bureaucrats to impose arbitrary price 
controls on private companies.  Again, this policy would encourage plans to keep seniors sick, rather than 
manage their chronic disease. 
The bill includes language that no State shall be prohibited “from imposing civil monetary penalties, in 
accordance with laws and procedures of the State, against Medicare Advantage organizations, 
[prescription drug plan] sponsors, or agents or brokers of such organizations” for marketing violations.  
Some may be concerned that these provisions would encourage overzealous enforcement of laws by 
certain States, raising costs for businesses and ultimately for seniors enrolled in MA plans. 
The bill also gives the Secretary blanket authority to reject “any or every bid by an MA organization,” as 
well as any bid by a carrier offering private Part D Medicare prescription drug coverage.  Some Members 
may be concerned that this provision gives federal bureaucrats the power to eliminate the MA program 
entirely—by rejecting all plan bids for nothing more than the arbitrary reason than that an Administration 
wishes to force the 10 million beneficiaries enrolled in MA back into traditional, government-run Medicare
against their will.
Part D Provisions:  The bill extends price controls, via Medicaid drug rebates, to all Medicare 
beneficiaries receiving a full low-income subsidy.  This provision would constitute a broader expansion of 
the Medicaid rebate than its application solely to existing individuals dually eligible for Medicare and 
Medicaid, as approximately 9 million beneficiaries with incomes under 135 percent of poverty are eligible 
for the full low-income subsidy.  Some Members may be concerned that expanding prescription drug 
price controls into the only part of Medicare that consistently comes in under budget would constitute a 
further intrusion of government into the health care marketplace, and do so in a way that harms the 
introduction of new breakthrough drugs and treatments.  Some Members may also note that CBO has 
previously stated that an expansion of the Medicaid drug rebate to Medicare would result in drug 
companies raising private-sector prices—potentially resulting in higher prices for many Americans. 
The bill phases in prescription drug coverage in the Medicare Part D “doughnut hole,” by increasing the 
initial coverage limit by $500 beginning in 2010; beginning in 2011, coverage limits would increase and 
annual out-of-pocket maximums would decrease until the “doughnut hole” would be eliminated in 2019. 
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The bill also requires drug manufacturers, as a condition of participation in Part D, to sign a “discount 
agreement” providing discounts of 50 percent to beneficiaries in the “doughnut hole” prior to its 
elimination.  The total price (exclusive of the discount) would be used towards determining when the 
beneficiary reaches the out-of-pocket maximum that triggers catastrophic coverage under the Part D 
benefit.  Given the ostensibly voluntary nature of the agreement with pharmaceutical manufacturers that 
led to this provision, some Members may question why the bill links participation in the Part D program to 
these “voluntary” discounts—one that amounts to a form of price control. 
The bill would expand current law protections against formulary changes by permitting beneficiaries to 
change plans whenever a plan is “materially changed…to reduce the coverage…of the drug.”  Thus the 
bill would now allow beneficiaries to switch Part D plans whenever a plan changes its formulary that 
would result in higher cost-sharing requirements.  Some Members may be concerned that this provision—
which essentially prohibits plans from adjusting their formularies to reflect new generic drugs coming on 
the market mid-year—would result in higher administrative costs and lack of stability for plans. 
The bill includes provisions requiring the Secretary to “negotiate” prices with pharmaceutical companies 
for Part D prescription drugs, while prohibiting the Secretary from establishing drug formularies.  As a 
result, CBO scored this provision as providing no savings—because it has previously stated that the 
federal government can lower prices through “negotiation” only be denying patients access to certain 
costly drugs.  Given the lack of savings associated with this provision, some may question its inclusion in 
the bill. 
Other Provisions:  The bill extends certain hospital re-classifications for two years, as well as a two-
year extension of certain ambulance provisions and the therapy caps exceptions process.  The bill 
expands the Medicare entitlement, effective in 2012, to include coverage of immunosuppressive drugs for 
end-stage renal disease patients no longer eligible for Medicare benefits due to a kidney transplant.  The 
bill also establishes a demonstration program on the use of patient decision-making aids, to educate 
beneficiaries regarding their treatment options, and expands the definition of physician services to 
include voluntary consultations regarding end-of-life decision-making.  Some Members may be concerned 
that this latter provision would result in government-paid consultations encouraging assisted suicide or 
other forms of euthanasia. 
Expansion of Subsidy Programs:  The bill expands the asset test definition for the low-income 
subsidy program under Part D, allows the release of tax return data for purposes of determining 
eligibility, and increases the maximum amount of assets permissible to $17,000 for an individual and 
$34,000 for couples.  Some Members, noting that the asset tests were already expanded and simplified in 
legislation enacted last year (P.L. 110-275), may question the need for a further expansion of federal 
welfare benefits in the form of low-income subsidies. 
The bill applies the low-income subsidy asset tests to the Medicare Savings Program—but only for 2010 
and 2011, which some Members may view as a budgetary gimmick designed to mask the true cost of the 
bill.  The bill also eliminates all cost-sharing for dual eligible beneficiaries receiving home and community-
based services who would otherwise be institutionalized in a nursing home, and permits individuals to 
self-certify their asset eligibility for low-income subsidy programs, and to obtain reimbursement from 
plans for cost-sharing retroactive to the date of purported eligibility for subsidies—provisions that could 
serve as an invitation for fraudulent activity. 
The bill eliminates current law random assignment of dual eligible beneficiaries in Part D plans, requiring 
CMS to develop “an intelligent assignment process…to maximize the access of such individual[s] to 
necessary prescription drugs while minimizing costs to such individual[s] and the program.”  Some 
Members may question precisely how bureaucrats at CMS would be able to ascertain the best plan choice 
for individual seniors. 
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Language Services:  The bill requires a study by CMS regarding language communication and “ways 
that Medicare should develop payment systems for language services,” and authorizes a demonstration 
project of at least 24 grants of no more than $500,000 to providers to expand language communication 
and interpretation services.   
Accountable Care Organizations:  The bill establishes a pilot program to create accountable care 
organizations (ACOs) designed to improve coordination of care and improve system efficiencies.  ACOs 
would include a group of physicians, including a sufficient number of primary care physicians, and could 
also include hospitals and other providers.  ACOs would be eligible to receive a portion (as determined by 
CMS) of the savings from a reduction in projected spending under Parts A, B, and D for beneficiaries 
enrolled in the ACO, provided the ACO meets annual quality targets for clinical care.  ACOs would also be 
permitted to receive their payments on a partially-captitated basis, as determined by CMS.  The Secretary 
may make the pilot program permanent, provided that the CMS Chief Actuary certifies that the program 
would reduce Medicare spending.  The bill includes a similar independence at home demonstration 
program for chronically ill beneficiaries with multiple functional dependencies; physician and nurse 
practitioner teams would receive incentive payments for reducing patients’ projected Medicare spending 
by at least 5 percent. 
Medical Home Pilot:  The bill would establish a pilot program to provide medical home services for 
beneficiaries—with such medical home “providing first contact, continuous, and comprehensive care.”  
Specifically, the bill provides for monthly risk-adjusted payments for medical home services provided to 
sicker-than-average Medicare beneficiaries (i.e. those above the 50th percentile), as well as payments for 
community-based medical home services provided to beneficiaries with multiple chronic illnesses.  The bill 
provides a total of $1.7 billion in additional funding for payments under the pilot programs.  The 
Secretary may make the pilot programs permanent, provided that the CMS Chief Actuary certifies that the 
permanent program would reduce estimated Medicare spending. 
Primary Care Provisions:  The bill provides a 5 percent increase in reimbursements for physicians and 
other primary care providers beginning in 2011, and a 10 percent increase for providers practicing in 
underserved areas.  These increases would be in addition to the overall physician reimbursement 
changes outlined above. 
Prevention and Mental Health:  The bill eliminates co-payments and cost-sharing for certain 
preventive services.  While supporting the encouragement of preventive care, some Members may 
believe that a blanket waiver of all cost-sharing for a list of services would encourage unnecessary or 
superfluous consumption of these treatments.  The bill also expands the list of Medicare covered services 
to include marriage, family therapist, and mental health counselor services.  Some Members may be 
concerned that this provision could result in non-Medicare beneficiaries (i.e., spouses and family 
members under age 65) receiving free mental health services from the federal government. 
Comparative Effectiveness Research:  The legislation includes language regarding the comparative 
effectiveness of various medical services and treatment options.  The bill would establish another 
government center for comparative effectiveness research to gauge the effectiveness of medical 
treatments, a commission of federal bureaucrats and others to set priorities, and a trust fund in the U.S. 
Treasury to support the research.  The trust fund’s research would be financed by transfers from the 
cash-strapped Medicare Trust Funds, along with new taxes on insurance plans imposed on a per capita
basis.  While the bill includes a purportedly anti-rationing prohibition stating that the section could not 
“change the standards or requirements for coverage,” some Members may still be concerned that other 
agencies (i.e. the Centers for Medicare and Medicaid Services) will use comparative effectiveness 
research—including cost-effectiveness research—to make coverage and/or reimbursement decisions, 
which could lead to government rationing of life-saving drugs, therapies, and treatments. 
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Nursing Home Provisions:  The bill includes nearly 100 pages of requirements and regulations with 
respect to nursing facilities (reimbursed through Medicaid) and skilled nursing facilities (reimbursed 
through Medicare) providing nursing home care, including requirements for the public disclosure of 
entities exercising operational and functional control of nursing facilities, as well as those who “provide 
management or administrative services…or accounting or financial services to the facility”—provisions 
which some Members may view as overly broad and likely to increase administrative costs without 
providing meaningful disclosure. 
The bill requires facilities to have compliance and ethics programs in operation that meet standards set in 
federal regulations, as well as specific parameters laid out in the bill.  The bill requires facilities to “use 
due care not to delegate substantial discretionary authority to individuals whom the organization knew, or 
should have known through the exercise of due diligence, had a propensity to engage in criminal, civil, 
and administrative violations”—broad requirements which some Members may view as potentially 
extending liability to an entire organization for one individual’s misdeeds. 
The bill requires CMS to implement a quality assurance and performance improvement program for 
facilities, requires facilities to submit plans to meet best practice standards under such program, and calls 
for a GAO study examining the extent to which large multi-facility nursing home chains are under-
capitalized and whether such conditions, if present, adversely impact care provided. 
The bill creates a standardized complaint form for facilities and imposes requirements on States to 
maintain complaint processes, complete with various whistleblower protections.  Some Members could be 
concerned that these provisions would constitute an invitation to lawsuits against nursing home facilities, 
the cost of which could significantly hinder the facility’s ability to provide quality patient care. 
The bill expands an existing program of background checks for long-term care facility employees, and 
modifies existing penalty provisions to allow fines—imposed by CMS in the case of skilled nursing facilities 
and States in the case of nursing facilities—of up to $100,000, in instances where facilities’ deficiencies 
are “found to be a direct proximate cause of death of a resident,” and up to $3,050 per day for “any 
other deficiency” found not to cause “actual harm or immediate jeopardy.”  Penalties for incidental, first-
time infractions may be reduced if the facility self-reports the infraction and takes remedial action within 
ten days.  The bill notes that “some portion of” the penalties collected “may be used to support activities 
that benefit residents.”    
The bill establishes a two-year pilot program to create a national monitor to oversee “large intrastate 
chains of skilled nursing facilities and nursing facilities” that apply to participate in the program, requires 
facilities to provide at least 60 days’ notice prior to their closure, and adds dementia management and 
resident abuse to the list of required training courses for nurses aides working in relevant facilities. 
Quality Improvement:  The bill establishes a new program of national priorities for quality 
improvement and directs the Agency for Healthcare Research and Quality to help develop a series of 
quality measures that can assess patient care and outcomes in consultation with a group of stakeholders. 
Disclosure of Physician Relationships:  The bill imposes new reporting requirements on drug and 
device manufacturers and distributors to disclose their financial relationships with physicians and other 
health care providers.  Specifically, manufacturers and distributors would be required to disclose the 
details behind any “transfer of value directly, indirectly, or through an agent,” with some limited 
exceptions.  A “transfer of value” includes any drug sample, gift, travel, honoraria, educational funding or 
consulting fees, stocks, or other ownership interest.  The bill establishes a new federal standard, but 
allows States to exceed the federal standard. 
The bill authorizes penalties of between $1,000 and $10,000 for each instance of non-reporting, up to a 
maximum fine of $150,000; knowing violations of non-reporting carry penalties of between $10,000 and 
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$100,000 for each instance, up to a maximum find of the greater of $1,000,000 or 0.1 percent of total 
annual revenues—which for large companies could significantly exceed $1 million.  Some Members may 
be concerned at the significant penalties imposed for even incidental and unintentional non-compliance 
with the rigorous disclosure protocols established in the bill—and further question whether this disclosure 
would provide meaningful information to patients. 
The bill further permits State Attorneys General to bring actions pursuant to this section upon notifying 
the Secretary about a specific case.  Some Members may be concerned that this provision would result in 
additional lawsuits, which, coupled with the millions of dollars in potential fines above, would further raise 
costs for manufacturers and discourage the development and diffusion of life-saving breakthroughs. 
Health Care Infections:  The bill requires hospitals and ambulatory surgical centers participating in 
Medicare or Medicaid to submit public reports on hospital-acquired infections to the Centers for Disease 
Control, and requires such information to be made publicly available. 
Graduate Medical Education (GME):  The bill provides for the re-distribution of unused GME training 
slots, beginning in 2011, to hospitals, provided that no hospital shall receive more than 20 additional 
positions, and that all re-distributed residency positions be directed towards primary care.  The bill 
permits activities in non-provider settings to count towards GME resident time, including participation in 
scholarly conferences and other educational activities. 
Anti-Fraud Provisions:  The bill increases funding for anti-fraud efforts by $100 million per year, and 
also increases penalties imposed on plans offering coverage through MA, Medicaid, or Part D related to 
knowingly mis-representing facts “in any application to participate or enroll” in federal programs.  The bill 
also makes eligible for penalties the knowing submission of false claims data, a failure to grant timely 
access to inspector general audits or investigations, submission of claims when an individual is excluded 
from program participation.  The bill provisions state that MA or Part D plans providing false information 
to CMS can be fined three times the amount of the revenues obtained as a result of such mis-
representation.  The bill also includes language prohibiting excluded individuals, as well as entities 
carrying out the directions of individuals whom such entities know to be excluded, from receiving 
Medicare or Medicaid reimbursements. 
The bill mandates the exclusion of officers and owners of entities convicted of fraud, permits the 
Secretary to impose additional screening and oversight requirements—including a moratorium on 
enrolling new providers—given significant risk of fraudulent activity, and requires providers to disclose in 
applications for enrollment or renewed enrollment current or previous affiliations with providers 
suspended or excluded from the programs in question.  The bill requires providers to adopt waste, fraud, 
and abuse compliance programs, subject to a $50,000 fine for non-compliance, and reduces from 36 
months to 12 months the maximum lookback period for providers to submit Medicare claims. 
The bill requires physicians ordering durable medical equipment (DME) or home health services to be 
participating physicians within the Medicare program, and requires providers to maintain and provide 
access to written documentation for DME and home health requests and referrals.  Home health and DME 
services would require a face-to-face encounter with a provider prior to a physician certification of 
eligibility.  The bill also extends the Inspector General’s subpoena authority, and requires individuals to 
return overpayments within 60 days of said overpayment coming to light, subject to civil penalties.  The 
bill requires that all Medicare payments to providers be made in electronic form to insured depository 
institutions.  Finally, the bill grants the Inspector General access to all Medicare and Medicaid claims 
databases, including MA and Part D contract information, and consolidates two existing data banks of 
information. 
Medicaid and SCHIP Provisions
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Medicaid Expansion:  The bill expands Medicaid to all individuals—including non-disabled, childless 
adults not currently eligible for benefits—with incomes below 150 percent FPL ($33,075 for a family of 
four in 2009).  The bill’s expansion of Medicaid to an estimated 15 million individuals would be fully paid 
for by the federal government only through 2014—thus imposing billions in unfunded mandates on 
States, which would be expected to pay nearly 10 percent of the cost of the expansion beginning in 
2015.  According to the preliminary Congressional Budget Office (CBO) score of the bill, this provision 
alone would require States to pay an additional $34 billion in matching funds over the next decade.  
However, States cannot afford their current Medicaid programs, which is why Congress included a $90 
billion Medicaid bailout in the “stimulus” package—as well as an additional $23.5 billion bailout in H.R. 
3962.
Many Members may be concerned by both the cost and scope of this unprecedented expansion of 
Medicaid to millions more Americans.  Members may also note that a plurality of individuals (44 percent) 
with incomes between one and two times the poverty level have private health insurance; expanding 
Medicaid to 133 percent FPL would provide a strong incentive for the employers of these individuals to 
drop their current coverage so they can instead enroll in the government-run plan.  Moreover, given 
Medicaid’s history of poor beneficiary access to care—as one Medicaid beneficiary noted, “You feel so 
helpless thinking, something’s wrong with this child and I can’t even get her into a doctor….When we had 
real insurance, we would call and come in at the drop of a hat”—some Members may believe that 
Medicaid itself needs fundamental reform—and beneficiaries need the choice of access to quality private 
coverage rather than a government-run plan. 
Medicaid/Exchange Interactions:  The bill requires States to accept and enroll individuals 
documented by the Exchange as having incomes under 150 percent FPL, and all those documented by 
the Exchange as being eligible for Medicaid under traditional guidelines.  The bill also excludes any 
payments related to erroneous eligibility determinations for Exchange plans from States’ Medicaid error 
rates—which some Members may be concerned could encourage States to enroll beneficiaries not eligible 
for benefits. 
In general, the bill would require currently eligible Medicaid beneficiaries—as well as expansion 
populations with income under 150 percent FPL—to remain in the government-run Medicaid program; 
such individuals would not receive affordability credits to purchase coverage on the Exchange.  Some 
Members may be concerned that these provisions would result in significant disparities among low-
income beneficiaries.   Many may question the logic behind provisions that allow a family of four with 
$34,000 in annual income a choice (albeit a choice narrowly defined by bureaucratic standards) of health 
insurance options in the Exchange, while denying the same choice to a family with $1,000 less in income.
The bill imposes maintenance of effort requirements on States, prohibiting the voters or elected leaders 
of a State from reducing eligibility levels in that State’s Medicaid and SCHIP programs after the bill’s 
enactment, and prohibits States from imposing asset tests on several new categories of beneficiaries.  
(The bill does provide for a transition for SCHIP beneficiaries to join the Exchange once it is established, 
and repeals the SCHIP program at the end of Fiscal Year 2014.)  Some Members may be concerned that 
these restrictions—which Tennessee Democrat Gov. Phil Bredesen termed “the mother of all unfunded 
mandates” on States—and could prompt a scenario envisioned by the head of Washington State’s 
Medicaid program, whereby States facing severe financial distress may say, “‘I have to get out of the 
Medicaid program altogether.’”   
The bill also requires a study of Medicaid Disproportionate Share Hospital (DSH) payments’ effectiveness 
on reducing the number of uninsured individuals, and includes a total of $10 billion in Medicaid DSH 
payment reductions in Fiscal Years 2017-2019, based on the States that have the lowest number of 
uninsured patients. 
Page 21 of 30 110
Preventive Services:  The bill requires Medicaid to cover certain preventive services, as well as 
recommended vaccines, with zero cost-sharing.  While supporting the encouragement of preventive care, 
some Members may question whether a blanket waiver of all cost-sharing for a list of services would 
encourage unnecessary or superfluous consumption of these treatments.  The bill also permits Medicaid 
coverage of tobacco cessation programs, as well as optional coverage of nurse home visitation services.   
Family Planning Services:  The bill includes several provisions related to family planning services.
Specifically, the bill would amend the definition of a “benchmark State Medicaid plan” to require family 
planning services for individuals with incomes up to the highest Medicaid income threshold in each State.  
The bill also permits States to establish “presumptive eligibility” programs for family planning services, 
which would allow Medicaid-eligible entities—including Planned Parenthood clinics—temporarily to enroll 
individuals in the Medicaid program for up to 61 days and places no limit on the number of times an 
individual can be presumptively enrolled by the same entity.  Under this provision, a person could be 
repeatedly presumptively enrolled in the Medicaid program for years without ever having to document 
that the individual is actually qualified to receive taxpayer-funded Medicaid benefits.     
Some Members may be concerned that these changes would, by altering the definition of a benchmark 
plan, undermine the flexibility established in the Deficit Reduction Act to allow States to determine the 
design of their Medicaid plans, expanding the federal government’s role in financing family planning 
services.  Some Members may also be concerned that the presumptive eligibility provisions would enable 
wealthy individuals or undocumented aliens to obtain free family planning services—and potentially other 
health care benefits—financed by the federal government, based solely on a presumption of possible 
eligibility by Planned Parenthood or other clinics.     
Access to Services:  The bill requires States to increase reimbursements to Medicaid primary care 
providers so that all such providers would be paid at Medicare rates by 2012.  However, as with the 
expansion discussed above, States would be forced to pay nearly 10 percent of the cost of these 
increased payments—yet another unfunded mandate on States.  The bill requires the Secretary to 
establish a medical home pilot program for Medicaid, similar to the Medicare program described above, 
and provides $1.2 billion to finance additional federal costs over the five-year period of the project. 
The bill gives States the option to cover “ambulatory services that are offered at a freestanding birth 
center,” defined as any non-hospital location “where childbirth is planned to occur away from the 
pregnant woman’s residence,” and requires coverage for podiatrists and optometrists.  The bill further 
requires States retain coverage for juveniles enrolled in Medicaid “immediately before becoming an 
inmate of a public institution,” and maintain such coverage after the inmate’s release “unless and until 
there is a determination that the individual is no longer eligible to be so enrolled.”  H.R. 3962 permits 
States to establish Medicaid accountable care organization programs, and permits States to cover 
therapeutic foster care as well as certain low-income HIV positive individuals at an enhanced federal 
match.   
The bill extends for two additional years the Transitional Medical Assistance (TMA) program that provides 
Medicaid benefits for low-income families transitioning from welfare to work.  Traditionally, the TMA 
provisions have been coupled with an extension of Title V abstinence education funding during the 
passage of health care bills.  However, the Title V funds were excluded from the bill language, and 
therefore expired on July 1, 2009.  Some Members may be concerned by the removal of the Title V 
abstinence education funding and the potential end of this program.   
The bill eliminates SCHIP coverage waiting periods for infants whose parents recently lost employer 
coverage or whose group coverage premiums exceed 10 percent of family incomes, and requires that 
stand-alone SCHIP programs must implement 12-month continuous eligibility programs.  Some Members 
may be concerned that these provisions, in restricting States’ flexibility, would exacerbate the movement 
of individuals from private to government-run coverage and allow individuals to continue to receive 
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federally-financed benefits long after they became ineligible.  The bill also provides a State option to 
disregard income in order to cover under Medicaid individuals who have exhausted all private prescription 
drug coverage and who face costs for orphan drugs exceeding $200,000 annually. 
Medicaid Pharmaceutical Price Controls:  With respect to payments to pharmacists, the bill changes 
the federal upper reimbursement limit from 250 percent of the average manufacturer price (AMP) of the 
lowest therapeutic equivalent to 130 percent of the volume-weighted AMPs of all therapeutic equivalents.  
Manufacturers would be required to provide additional rebates for new formulations (e.g. extended-
release versions) of existing drugs.  The bill also increases the minimum Medicaid rebate for single-source 
(i.e. patented drugs) from 15.1 percent to 22.1 percent, and—for the first time—applies the rebate to 
drugs purchased by Medicaid managed care organizations, which already have the ability to negotiate 
lower prices.  Some Members may be concerned that this language, by increasing the Medicaid rebate 
nearly 50 percent and extending the scope of its price controls, represents a further intrusion of 
government into the marketplace—and one that could result in loss of access to potentially life-saving 
treatments, by reducing companies’ incentive to develop new products.  The bill also requires States to 
return the entire portion of such rebates back to the federal government, which many may view as a 
particularly onerous requirement given the other unfunded mandates imposed on States in the bill. 
Extension of “Stimulus” Funding:  The bill provides for an extra two quarters of increased Medicaid 
funding for States, covering the first two calendar quarters of 2011.  The “stimulus” legislation (P.L. 111-
5) provided a 6.2 percent across-the-board increase in the federal matching rate to all States, as well up 
to an additional 11.5 percent for States with significant increases in unemployment.  Many may question 
the logic of providing $24 billion to extend this “stimulus” funding to States—only to impose $34 billion in 
unfunded mandates on these same States in the same bill. 
Other Provisions:  The bill provides circumstances under which States can submit reimbursement 
claims for graduate medical education—a service that has never before been recognized as subject to 
reimbursement under the original Medicaid statute.  The bill provides $6 billion for a new nursing facility 
supplemental payment program to provide quality payments to institutions providing care under both the 
Medicare and Medicaid programs.  The bill also grants CMS the authority to reject payment for certain 
“never events” resulting from medical errors and other “health care acquired conditions,” and requires 
that States must have hospital price transparency reporting regimes in place.  The bill requires providers 
to adopt waste, fraud, and abuse programs, extends other anti-fraud provisions and includes a two-year 
extension of the Qualifying Individual program, which provides assistance through Medicaid for low-
income seniors in paying their Medicare premiums.  Some Members may be concerned that the bill also 
regulates medical loss ratios for Medicaid managed care organizations, requiring the Secretary to hold 
such organizations to a minimum 85 percent payout—adding a government-imposed price control, and 
one that the Government Accountability Office has admitted is entirely arbitrary. 
The bill would repeal provisions in the Medicare Modernization Act requiring expedited procedures for the 
President to submit, and Congress to consider, “trigger” legislation remedying Medicare’s funding 
shortfalls, as well as provisions regarding a Medicare premium support demonstration project scheduled 
to start in 2010.  At a time when the Medicare Part A Trust Fund is scheduled to be exhausted in 2017, 
some Members may be concerned that these changes would eliminate provisions designed to have 
Congress take action to remedy Medicare’s looming fiscal crisis and one possible solution (i.e. premium 
support).
The bill extends an existing gainsharing demonstration project, requires a new “identifiable office or 
program” within CMS to focus on protecting dual eligibles, and provides for new grants to States to 
support home visitation programs for families with children and families expecting children.  The visitation 
program would be similar to the capped allotment funding mechanism used in SCHIP; federal funding 
would total $750 million in the first five years, and State allotments would be determined on the basis of 
each State’s relative proportion of children in families below 200 percent FPL.  The federal government 
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would provide a matching reimbursement rate, starting at 85 percent in 2010 before falling to 75 percent 
in 2012.  At a time when existing entitlements are fiscally unsustainable, some Members may question 
the wisdom of establishing yet another federal entitlement—this one a new home visitation program to 
teach parents “skills to interact with their child.” 
Innovation Center:  H.R. 3962 creates a Center for Medicare and Medicaid Innovation within CMS.  
The Center would test new delivery models designed to improve care while reducing costs, with 
preliminary testing lasting no longer than seven years and subsequent expansions contingent on 
improving quality while reducing costs.  Funding would total $350 million in Fiscal Year 2010, and $6.5 
billion over ten years. 
Division C—Public Health
This division of the bill would purportedly improve public health and wellness through a variety of federal 
programs and increased spending.  While supporting the goal of better health and wellness for all 
Americans, some Members may be concerned by the bill’s apparent approach that additional federal 
spending ipso facto will improve individuals’ health.  Details of the division include: 
New Mandatory Spending:  The bill appropriates $33.9 billion in new mandatory spending over ten 
years for a “Public Health Investment Fund,” of which $15.4 billion is dedicated to a “Prevention and 
Wellness Trust.”  This increase in mandatory spending is intended to fund programs established in the 
bill, as well as other programs in the Public Health Service Act.  However, many may note that the bill’s 
lower spending levels—H.R. 3200 as introduced spent $88.7 billion on public health programs—stems 
solely from the fact that the Democrat majority only included five fiscal years of spending in H.R. 3962, 
compared to ten fiscal years in the earlier version.  In other words, rather than reducing actual spending 
levels, the majority decided to “hide” nearly $55 billion in spending under the highly tenuous assumption 
that once enacted, this multi-billion dollar program would simply be allowed to expire in 2014.  Many may 
view such a tactic as a budgetary gimmick designed to mask the bill’s true costs. 
Community Health Centers:  The bill authorizes an additional $38.8 billion from the Public Health 
Investment Fund for grants to community health centers—funding over and above the significant 
increase provided in the $13.3 billion, five-year reauthorization that passed just last year (P.L. 110-355).  
Some Members may be concerned by the significant increase in authorization levels given the federal 
deficits approaching 10 percent of GDP.  The bill also extends liability protections to volunteer 
practitioners at such centers. 
Workforce Provisions:  The bill would increase maximum loan repayment levels for participants in the 
National Health Service Corps from $35,000 to $50,000 per year, further adjusted for inflation, and 
authorizes an additional $2.9 billion in appropriations for loan repayments.  The bill also creates a new 
program for primary care in addition to the existing National Health Service Corps, which would fund a 
loan forgiveness program in exchange for each year of service by an individual in an underserved area.  
The bill would also reduce certain student loan interest payments for participants in certain medical loan 
programs, which data from the Department of Health and Human Services indicates would actually 
reduce the number of individuals able to access such programs. 
The bill would award grants to hospitals and other entities to plan, develop, or operate training programs 
and provide financial assistance to students with respect to certain medical specialties, including primary 
care physicians and dentistry, and increase student loan limits for nursing students and faculty.  The bill 
would further award grants to health professions schools for the training of, and/or financial assistance 
to, medical residents training in community-based settings, public health professionals, and graduate 
medical residents in preventive medicine specialties.  The bill would make certain modifications to 
existing programs for diversity centers and increase loan repayment limits for such programs by $15,000 
(plus a new inflation adjustment) per year.  The bill amends provisions relating to grants for cultural and 
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linguistic competence training and authorizes new grants for interdisciplinary training designed to reduce 
health disparities and to support the operation of school-based health clinics.  While the language in the 
school-based clinic program prevents the clinics themselves from providing abortions, some Members 
may be concerned that these federally-funded clinics could refer underage students to other entities 
(e.g., Planned Parenthood) for abortions. 
The bill would establish a Public Health Workforce Corps with its own scholarship program to address 
workforce shortages.  The scholarship program would include up to four years of tuition and fees, as well 
as a $1,269 monthly stipend during the academic year.  The Corps would have a further loan forgiveness 
program for individuals who commit to at least two years of service, providing up to $35,000 annually in 
loan forgiveness to participants. 
The bill would authorize grants administered by the Secretary of Labor “to create a career ladder to 
nursing” for “a health care entity that is jointly administered by a health care employer and a labor union” 
in order to fund “paid leave time and continued health coverage to incumbent workers to allow their 
participation” in various training programs, or “contributions to a joint labor-management training fund 
which administers the program involved.”  Some Members may be concerned that this provision would 
enable labor unions to receive federal grant funds in order to train their members. 
Finally, the bill would create a national wellness strategy, two new advisory boards on preventive care, an 
Assistant Secretary for Health Information, an Advisory Committee on Health Workforce Evaluation and 
Analysis, and a National Center for Health Workforce Analysis.  Some Members may question the 
necessity and wisdom of establishing multiple new bureaucracies to attempt to analyze and manage 
America’s health levels along with the entire health care workforce. 
Expanded Price Controls:  The bill expands participation in the 340B program, which reduces the price 
paid for outpatient pharmaceuticals purchased by certain entities.  Specifically, the bill expands the 
program to children’s hospitals, critical access hospitals, rural referral centers, and sole community 
hospitals, while also including several new reporting requirements and penalties in an attempt to ensure 
compliance with the regime.  Some Members may be concerned that this language, by extending the 
scope of price controls on pharmaceutical products, represents a further intrusion of government price 
controls into the marketplace—and one that could result in loss of access to potentially life-saving 
treatments, by reducing companies’ incentive to develop new products.  In addition, the bill would also 
create a National Medical Device Registry “to facilitate analysis of post-market safety and outcomes data” 
for Class III medical devices and Class II devices classified as life-sustaining. 
Newly Added Bureaucracies and Programs:  The bill includes at least 30 new and several 
reauthorized grant programs and bureaucracies added to the health “reform” bill since its introduction as 
H.R. 3200, some of which were considered during the Energy and Commerce Committee’s markup of the 
latter measure.  The measures include programs running a gamut of public health issues from influenza 
vaccines in schools to community-based overweight and obesity prevention.  While supporting healthy 
behaviors and improved wellness, some Members may be concerned by the majority’s apparent belief 
that the route to such behaviors lies largely through action by the federal government.  Moreover, some 
may have concerns about several of the specific programs being created—including a “healthy teen 
initiative” on teen pregnancy, and a medical liability program that funds incentive grants to States only
on condition that such States “not limit attorneys’ fees or impose caps on damages.”
Nutrition Labeling for Restaurants:  The bill imposes new federal requirements on chain restaurants 
and vending machines to display nutrition labeling.  Federal requirements would apply to chain 
restaurants “with 20 or more locations doing business under the same name,” and include all menu items 
except condiments and “temporary menu items appearing on the menu for less than 60 days per 
calendar year.”  The bill would require restaurants to list the caloric content of menu items “adjacent to 
the name of the standard menu item, so as to be clearly associated” with same, and would further 
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require “a succinct statement concerning suggested daily caloric intake, as specified by the Secretary by 
regulation and posted prominently on the menu and designed to enable the public to understand, in the 
context of a total daily diet, the significance of the caloric information that is provided on the menu.”  The 
Secretary would be further empowered to promulgate regulations requiring additional disclosures beyond 
caloric content.   
Vending machine operators “owning or operating 20 or more vending machines” that do not permit 
purchasers to review nutrition information prior to purchase “shall provide a sign in close proximity to 
each article of food or the selection button that includes a clear and conspicuous statement disclosing the 
number of calories contained in the article.”  Some Members may be concerned that these requirements 
will increase administrative burdens for business in order to provide additional information that may or 
not be helpful to consumers—and may or may not in fact reflect the nutritional content of the food as 
actually prepared for the customer (as opposed to the food as prepared when quantifying the disclosure 
requirements of the “food police”). 
Generics and Follow-On Biologics:  The bill prohibits generic drug manufacturers from receiving 
“anything of value” with respect to a patent dispute with brand-name manufacturers, and prohibits 
generic manufacturers from agreeing to forego sales and manufacturing for any period of time in relation 
to a patent dispute with brand-name manufacturers.  The bill also establishes a Food and Drug 
Administration approval process for generic biosimilars, also referred to as follow-on biologics.  Grants a 
period of exclusivity for brand-name products of 12 years, with a six-month extension possible in cases 
where a manufacturer agrees to an FDA request for pediatric studies.  The bill gives FDA the authority to 
issue general or specific guidance documents (subject to a notice-and-comment period) regarding 
product classifications.   
New Long-Term Care Entitlement:  The bill would create a new entitlement to long-term care 
services, financed by a new “Independence  Fund” generated from beneficiary premiums.  The plan 
would have monthly premiums developed by actuaries; late enrollees would pay age-adjusted premiums.  
All individuals over 18 receiving wage or self-employment income would be automatically enrolled in the 
program; premiums would be automatically deducted from workers’ wages.  Individuals would only be 
able to disenroll from the program “during an annual disenrollment period.”  Premiums would not 
increase so long as the individual remained enrolled in the program (or the program had sufficient 
reserves for a 20-year period of solvency).   
The minimum cash benefit would be $50 per day, with amounts scaled for levels of functional ability—
and benefits not subject to lifetime or aggregate limits.  In the case of beneficiaries enrolled in Medicaid, 
the beneficiary would receive either 5 percent (for institutionalized patients) or 50 percent (for patients in 
home and community-based services) of the cash benefit, with the balance applied to the cost of 
coverage, and Medicaid providing secondary payments.  Benefits would also include advocacy services 
and advice and assistance counseling in addition to the cash benefit. 
Benefit eligibility would be determined by State Disability Determination Services (DDS) within 30 days; 
“an application that is pending after 45 days shall be deemed approved.”  Particularly given the backlog 
in processing Social Security disability claims using the same DDS system—where the time necessary to 
process an average claim has grown to 106 days—some Members may be concerned that making all 
claims pending 45 days eligible for benefits would constitute a recipe for the approval of virtually all long-
term care claims, including many dubious or fraudulent ones. 
Many may be concerned by the concept of creating a new, expansive federal entitlement program when 
Medicare itself is not actuarially sound and the Medicare Hospital Insurance Trust Fund is scheduled to be 
insolvent by 2017.  Moreover, while the new entitlement would generate revenue during the initial ten-
year budgetary window—as individuals pay premiums but would not be able to collect benefits—the 
additional entitlement obligations would only increase federal deficit in future years.  As even Democrats 
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such as Senate Budget Committee Chairman Kent Conrad (D-ND) have called the program a “Ponzi 
scheme,” many may find any legislation that relies upon such a program to maintain “deficit-neutrality” 
fiscally irresponsible and not credible. 
Division D—Indian Health Service
When introduced as H.R. 3962, the Pelosi health care bill added the provisions of H.R. 2708, the Indian 
Health Care Improvement Act, to the prior provisions in H.R. 3200 already considered by the three 
primary Committees of jurisdiction.  Many may note that this procedural maneuver allows 
Democrats to avoid a vote—either in Committee or on the House floor—about whether or not 
to codify the Hyde Amendment’s prohibition on federal abortion funding for the Indian 
Health Service.  The bill and the underlying statute it would replace include language prohibiting the 
Indian Health Service from using federal funds to pay for abortions only if the Hyde Amendment’s 
protections are renewed every year.  Such an amendment passed the Senate last year—but Indian 
Health Service legislation was not considered by the full Energy and Commerce Committee, or on the 
House floor, either last Congress or this Congress due to this issue. 
According to the Congressional Research Service, the Indian Health Service (IHS) provides services to 
about 1.8 million members of the 562 federally recognized American Indian and Alaska Native tribes.  
Health services are available within 161 local service areas in largely rural communities, along with 34 
urban Indian health projects; services can be delivered by the IHS directly, or by tribes and tribal 
organizations through self-determination compacts.  Though estimates vary, at least 1.4 million 
individuals received service at IHS facilities in 2006.  Funding sources for the Service include federal 
appropriations for IHS health services ($2.97 billion in Fiscal Year 2008), facilities ($374.6 million, and a 
special diabetes program ($150 million), along with collections from Medicare, Medicaid, and private 
insurance ($786 million).  In Fiscal Year 2008, the program received a total of $4.28 in funding. 
Program Reauthorization:  The bill reauthorizes and rewrites the Indian Health Care Improvement 
Act, in all cases authorizing “such sums” as may be necessary to fund the Service.  In addition to 
reauthorizing and creating a range of health professionals grant programs, the bill greatly expands the 
definition of “health promotion” and “disease prevention” to broaden the range of services provided by 
the Service.  The bill also broadens provisions on diabetes prevention and control, adds oral health to the 
list of Indian school health education programs, and expands provision of hospice care and home- and 
community-based services.  The bill contains new diabetes screening requirements, and amends certain 
construction requirements.  Notably, the bill expands Davis-Bacon prevailing wage restrictions—applying 
them to facilities constructed by tribes using IHS funds, in addition to those constructed by the IHS itself.
Some Members may be concerned that these provisions would increase costs to the federal government. 
The bill reauthorizes urban Indian health programs, which provide services not only to members of 
federally recognized tribes, but also to members of State recognized tribes, members of tribes with 
federal recognition revoked after 1940, non-member descendants of tribes, and other individuals 
considered to be Indian by the Departments of Interior and HHS.  Some Members may be concerned that 
providing these services outside of membership in a federally recognized tribe may constitute the 
provision of racially-based services, which may violate the Constitution’s equal protection standards.  In 
reauthorizing programs on Indian mental health services, the bill includes a new program for sexual 
abuse prevention that provides funding to treat “perpetrators of sexual abuse who are Indian or 
members of an Indian tribe.”  Some may be concerned at the use of federal taxpayer dollars to support 
sexual predators. 
Funding:  The bill provides that 100 percent of reimbursements paid to the IHS from Medicare or 
Medicaid must be returned to the service unit that provided the service—up from a current-law 
requirement of 80 percent—and permits tribal health programs to bill SCHIP directly for reimbursement 
(currently such programs can only bill Medicare and Medicaid directly).  The bill expands existing 
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outreach grants to include SCHIP enrollment outreach activities, and includes a new provision allowing 
tribes to use federal funds to purchase health insurance coverage—except that such coverage may not 
include a high-deductible plan or HSA.  The bill also includes new provisions regarding guidelines for 
sharing veterans and Defense Department health facilities and treatments, and codifies a current 
regulatory ruling that the Service shall function as a “payor of last resort” in all cases.  The bill includes a 
study examining whether the Navajo Nation should be considered a State for purposes of receiving 
reimbursements and federal matching funds under the Medicaid program. 
Finally, the bill expands Medicaid, Medicare, and SCHIP reimbursement criteria to make all Indian health 
programs subject for payment—broadening eligibility beyond the current-law definition limited to IHS 
facilities—makes other definitional changes, and adds provisions to increase enrollment in SCHIP by 
exempting Indian outreach activities from the 10 percent cap on federal expenditures for outreach 
activities.
COST AND OTHER CONCERNS 
Cost:  According to the Congressional Budget Office’s preliminary score, H.R. 3962 would spend nearly 
$1.3 trillion over its first ten years.  More specifically, CBO estimates that the bill would spend $1.055 
trillion to finance coverage expansions—$425 billion for the Medicaid expansions, $605 billion for “low-
income” subsidies, and $25 billion for small business tax credits.  Democrats’ lower $894 billion number 
conveniently includes offsetting revenue from more than $150 billion in tax increases (only a portion of 
the $729.5 billion in total tax increases)—$33 billion from individuals who do not purchase government-
forced health coverage and $135 billion from employers that do not offer government-forced insurance.
The more than $1 trillion in spending on coverage expansions does not even include additional federal 
spending included in the legislation—including extension of Medicaid “stimulus” funding to the States, a 
new reinsurance program for retirees, and a $34 billion trust fund for public health—that totals $224.5 
billion.  When combined with the cost of the coverage expansions, total spending under the bill 
actually approaches $1.3 trillion.   
Both in its score of H.R. 3962 and in a separate document comparing it to the Senate Finance Committee 
bill (S. 1796), CBO notes that over both a 10 and 20-year period, H.R. 3962 “would increase both 
federal outlays for health care and the federal budgetary commitment to health care, 
relative to the amounts under current law.”  Many members may be concerned that spending at 
least $1.3 trillion to finance a government takeover of health care would not only not help the growth in 
health costs, but—by creating massive and unsustainable new entitlements—would also make the federal 
budget situation much worse. 
Savings would come from reductions within the Medicare program, of which the biggest are cuts to 
Medicare Advantage plans (net cut of $170 billion), reductions in adjustments to certain market-basket 
updates for hospitals and other providers (total of $143.6 billion), skilled nursing facility payment 
reductions (total of $23.9 billion), various reductions to home health providers (total of $56.7 billion), and 
reduction in imaging payments ($3 billion).   
Tax Increases:  Offsetting payments include $33 billion in taxes on individuals not complying with the 
mandate to purchase coverage, as well as a total of $135 billion in taxes and payments by businesses 
associated with the “pay-or-play” mandate.  Members may note that the tax from the insurance mandate 
would apply on individuals with incomes under $250,000, thus breaking a central promise of then-
Senator Obama’s presidential campaign. 
The Joint Committee on Taxation notes that the bill provisions would increase federal revenues by $561.5 
billion over ten years—over and above the $168 billion in tax increases related to the individual and 
employer mandates noted above—for a total of $729.5 billion in tax increases over ten years.
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JCT found that the “surtax” would raise $460.5 billion, corporate reporting would raise $17.1 billion, the 
worldwide interest implementation delay would raise $26.1 billion, the treaty withholding provisions 
would raise $7.5 billion, and the codification of the economic substance doctrine would raise $5.7 billion.  
Taxes on Health Savings Accounts (HSAs) and other similar savings vehicles would raise $19.6 billion, 
while provisions relating to retiree drug subsidies would raise taxes by $3 billion.  An excise tax on 
medical devices—which experts agree would be passed on to customers in the form of higher prices and 
insurance premiums—would raise taxes by $20 billion.  Finally, the tax on health benefits used to finance 
the Comparative Effectiveness Research Trust Fund would raise $2 billion over ten years. 
Out-Year Spending:  The score indicates that of the nearly $1.055 trillion in spending for coverage 
expansions under the specifications examined by CBO, only $7 billion—or only 0.7%—of such spending 
would occur during the first three years following implementation.  Moreover, the bill in its final year 
would spend a total of $208 billion to finance coverage expansions.  In other words, the Democrat 
bill spends so much, it needs eight years of higher taxes to finance six years of spending—
and even then cannot come into proper balance without relying on budgetary gimmicks.
Budgetary Gimmicks:  While the CBO score claims H.R. 3962 would reduce the deficit by $104 billion 
in its first ten years, Democrats achieved that “deficit-neutral” solely by excluding the cost of reforming 
the Sustainable Growth Rate (SGR) mechanism for Medicare physician payments—the total cost of which 
stands at $285 billion over ten years, according to CBO—from this bill, and including it instead in a 
separate companion bill (H.R. 3961) that is not paid for.  While Members may support reform of the SGR 
mechanism, many may oppose what amounts to an obvious attempt to incorporate a permanent “doc fix” 
into the baseline—a gimmick designed solely to hide the apparent cost of health “reform.” 
OMB Director Orszag, testifying before the House Budget Committee in June, asserted that the White 
House would not support legislation that was not balanced in the long-term—and further stated that the 
Administration would not support legislation that increased the deficit in the tenth and final year of the 
budgetary window.  After taking into account Democrat budgetary gimmicks, H.R. 3962 fails that test—as 
the bill’s purported $10 billion surplus in 2019 is more than outweighed by the $38 billion cost of 
physician payment reform.
The Pelosi bill also relies on more than $70 billion in revenue from a new program for long-term care 
services.  As the long-term care program requires individuals to contribute five years’ worth of premiums 
before becoming eligible for benefits, the program would find its revenue over the first ten years diverted 
to finance other spending in Democrats’ health care “reform.”  However, as even Democrats, such as 
Senate Budget Committee Chairman Kent Conrad (D-ND), have called the program a “Ponzi scheme,” 
many may find any legislation that relies upon such a program to maintain “deficit-neutrality” fiscally 
irresponsible and not credible.
Coverage:  The score also claims that the number of uninsured individuals would be reduced to 18 
million by the end of the ten-year budgetary window, a reduction of 36 million in 2019 when compared to 
current law projections.  Approximately 21 million individuals would purchase their health insurance from 
the Exchange, including more than 6 million individuals who would lose their current private health 
coverage purchased on the individual market and enroll in the government-run Exchange.   
The CBO score asserts that employer-based coverage would increase slightly, due to the individual and 
employer mandates.  However, the bill permits the government-run health plan in H.R. 3962 to reimburse 
providers at Medicare rates, which are 20-25 percent lower than private insurance rates—thus permitting 
the government plan to undercut private insurers.  Particularly as the Lewin Group has indicated that 
under such a scenario, a government-run plan would cause up to 114 million Americans to lose their 
current coverage, some Members may question CBO’s apparent assumption that employers would not 
choose to drop their health plans to enroll their workers in a government-run plan with purportedly lower 
costs than existing coverage. 
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Undocumented Individuals:  The CBO score notes that the specifications examined would extend 
coverage to 94 percent of the total population, and 96 percent of the population excluding unauthorized 
immigrants.  However, the score goes on to note that of the 18 million individuals remaining uninsured, 
“one third”—or about 6 million—would be undocumented immigrants.  Given that most estimates have 
placed the total undocumented population at approximately 10-12 million nationwide, some Members 
may question whether this statement presumes that some undocumented immigrants would obtain 
health insurance—including health insurance funded by federal subsidies.   
It is also worth noting that in its preliminary score of H.R. 3200, CBO found that in 2019 there would be 
“about 17 million nonelderly residents uninsured (nearly half of whom would be unauthorized 
immigrants).”  In other words, the number of projected uninsured who are also undocumented 
immigrants declined from about 8 million under H.R. 3200 to 6 million under the latest Pelosi bill.  Many 
may question what changes in the Pelosi legislation resulted in 2 million undocumented immigrants 
suddenly obtaining health coverage.  
STAFF CONTACT 
For more information or questions, please contact Chris Jacobs at 6-2302. 
119
